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The Organized Staff’ 


G. W. Curtis, Superintendent, Cottage Hospital, Santa Barbara, Calif. 


Tue ideal of every hospital should be to serve the 
patient in the best possible manner and be ever on the 
alert for improved methods in hospital and medical 
practice. At a recent sectional meeting of a hospital 
association, a slogan, “The Patient First,” was adopted. 
The idea back of the slogan is a basic one,.as the reason 
for the existence of both the physician and the hospital 
is primarily the patient. In the rush of work, in the 
direction of our institutions, in the adjustment of the 
many difficulties which continually occur, we may lose 
sight of our ideal and our basic purpose—the pat-ent. 
How wise we would be and to what degree we would 
improve our usefulness, if we would meet our many 
“The Patient First” con- 


problems with the thought 
stantly in the foreground! 

While we should all strive to render every possible 
service to the patient, it is, of course, the medical prac- 
tice of the hospital which counts most, and hospitals 
should welcome any means which tend to elevate the 
tone of medical practice. A good strong staff, properly 
organized into groups and committees, working with 
the hospital administration and superintendent, cannot 
help but improve medical practice, and, therefore, jus- 
tifies the work entailed in keeping the organization 
active. 

What Is Staff Organization? 

To organize a medical staff properly means, to 
arrange physicians privileged to practice in a hospital 
into a definite group, with certain ideals and purposes 
fully set forth in a constitution and by-laws, such a 
group to have duly elected officers and committees, with 
clear-cut duties and responsibilities to the staff and to 
the hospital. The organization should have definite 
meetings and a regular procedure or order of business 
for these meetings. In presenting the subject for dis- 
cussion, no attempt is made to describe the staff organi- 
zation of any but rather to 


enumerate the principles of staff organization to be 


particular hospital, 
found in many hospitals and which is the type of staff 
organization recommended in principle by the Ameri- 
can College of Surgeons. 
Hospital for the Patient 
The hospital was not created as a laboratory for 
- ‘Read before the American Hospital Association at Minneap- 


olis, Minn., October 10-14, 1927. Released and publication author- 
ized by the Association. 


the doctor in which he could pursue his practice in 
greater ease than was his former custom when he cared 
for his patients in the home. The patient is the prime 
motive in the creation and maintenance of hospitals. 
There are many reasons why a patient is cared for to 
better advantage in an institution than in the home, 
and one of these is, that through the means of the or- 
ganized staff, better medicine is practiced. 

The constitution and by-laws of the staff should 
specify such items as, the purpose of the organization ; 
the with their 


various duties and responsibilities, together with the 


various officers and staff committees, 
manner of their selection or election and their tenure 
of office. The time and place of meetings should be 
specified and the order of business and nature of the 
programs at such meetings. The form of application 
and appointment for new members and the manner of 
dismissal of old members should be incorporated in the 
by-laws of the staff. The by-laws should also set forth 
certain rules concerning the conduct of the staff and 
their practice in the hospital. Much study should be 
devoted to arranging a satisfactory constitution and set 
of by-laws for staff government. 
Activities of the Staff 

May we now consider the direct means of improv- 
ing medical service through staff organizations? The 
staff committees are very important in this respect. 
Suggested committees would be: Record committee, 
executive committee, surgical committee, intern com- 
mittee, outpatient-department committee, and nursing 
committee. Probably the record committee is most im- 
portant of all from the standpoint of the patient. The 
medical record, or patient’s chart, is a splendid guar- 
antee to the patient that he receives a square deal from 
his physician. If a physician knows that his chart is 
subject to the review of a record committee and that 
he will be compelled to record his tentative and pre- 
operative diagnosis, treatment and progress notes, con- 
sultations and laboratory findings, together with the 
other usual notes concerning the condition and progress 
of the patient, he is inclined to study his patient more 
carefully than he might perhaps under conditions which 
were less exacting and less critical. The record com- 


mittee is, therefore, the hub around which the most 
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important functions of the organized staff revolve. Good 
medical charts are invaluable from the point of view 
of better medical practice and medical research, and 
are a source of protection to the patient. The record 
committee can review the charts on the floor, with the 
assistance of nurses, or in the record room, and in this 
manner raise the medical records to a high degree of 
perfection. 

A surgical committee through constant vigilance 
New 


men on the ‘staff or old staff members endeavoring to 


may prevent untimely and poorly done surgery. 


undertake new lines of work should be under the super- 
vision of this committee until they are considered safe 
to proceed by themselves and are accordingly placed on 
the list of surgeons of the staff. This committee pro- 
tects the doctor, in that it will not allow him to exer- 
cise bad judgment in attempting to do that which he 
is not yet properly prepared to accomplish with success. 
It protects the patient from unnecessary or bad surgery ; 
it safeguards the hospital and relieves the superintend- 
ent of a responsibility he is usually incapable of exer- 
cising. 

The executive committee, of course, advises with 
the administrative officers of the staff and the hospital, 
and should harmonize the efforts of the hospital and 
the staff in better care of the patient. This committee 
might meet with an appropriate committee of the board 
of directors from time to time. 

A hospital which undertakes the training of fifth- 
year medical students assumes certain teaching obliga- 
tions on the part of the staff. A staff committee on 
interns could see that these obligations are discharged 
satisfactorily. In similar ways, the nursing and out- 
patient-department committees may function for the 
good of the hospital and patient. 

Committees to be useful should be active and meet 
regularly and frequently. One means of holding com- 
mittee meetings is to provide a staff dining room or a 
staff clubroom, where the staff may lunch regularly 
at nominal charge, and afterwards meet for a few min- 
utes without seriously breaking in on the day’s schedule. 

Staff meetings may also be a means of securing 
better medical practice. At each meeting presentation 
and discussion should be had of cases which are not 
doing well, cases of an unusual nature, and of deaths, 
with post-mortem findings. Such meetings can be con- 
ducted in a friendly and helpful manner and are a 
source of much benefit to the staff and indirectly to 
the patient. A frank discussion of successes and failures 
surely creates a healthy atmosphere about a hospital, 
and sincerity and a willingness to learn are the attri- 
butes of any man who can continue to practice medicine 
in a hospital so conducted. 

Staff Secures Autopsies 

Post-mortem findings have mentioned as 
being presented for discussion at staff meetings. This 
is difficult to do when there are few, if any, post-mortem 
It is interesting to note that re- 


been 


examinations made. 
cently this work has passed from the request stage to 
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that of a requirement for the approval of the American 
Medical Association ; that is, autopsies shall be secured 
on at least 10 per cent of patients dying in the hospital. 
Much valuable data concerning cases which go wrong 
may be had from such examinations, and whenever pos- 
sible autopsies should be done and the findings reported 
at a staff meeting. It takes an organized staff and an 
organized demand to secure such examinations. 

The staff meeting should hear occasionally from the 
various committees, and the program may be concluded 
with a discussion of hospital matters. There are usually 
a number of doctors who stay on after the meeting for 
friendly discussion and conversation, and this half hour 
can be greatly enhanced in sociability through the serv- 
ing of refreshments. 

Active and Courtesy Members 

In order to promote the best of work and provide 
an incentive for loyalty and- service, some form of 
graded staff plan seems logical. Probably the most 
simple plan for the small hospital would be to divide 
the staff into two groups—those who are the most active 
and those who are permitted the courtesy of practicing 
in the hospital. These two groups could well be called 
the active and courtesy staffs. A man to be placed on 
the active staff of the hospital should be loyal beyond 
question, his ability and sincerity above reproach, and 
his hospital activities should center about the hospital 
of which he is an active member of the staff. Members 
may be frequently promoted from the courtesy to the 
active staff as conditions change and as it would seem 
wise to make such transfers. This does not mean, once 
on the staff, always on the staff, but that members should 
be transferred from one staff to the other as may seem 
advisable. Such a scheme of graded staff tends to hold 
loyalty and may be looked upon as a reward for sin- 
cerity of effort. It tends to offer a means of develop- 
ment for the new staff member and does not give him 
all the benefits and distinctions the hospital has to offer 
until he has proved himself worthy. It is doubtful if 
a man can be a good active member of more than one 
hospital staff, as his interest in hospital matters is 
divided and one of the institutions he represents will 
get his best efforts and the other what may be left over. 

Worthwhile Programs 

If great effort has been made to procure a good 
staff, if committees are diligently at work to procure 
good records and the best of medical practice through- 
out the hospital, it seems important that this work be 
entitled to presentation at staff meetings. Granted that 
this is true and that good programs are worked out for 
these meetings, nothing is so discouraging as to have 
a small and irregular attendance. Compulsory attend- 
ance of active members should be required, and much 
of the success of the staff work may be traced to the 
operation of this rule on attendance. Courtesy mem- 
bers of the staff should be privileged to attend meetings, 
but should have no organization privileges. 

Staff organization may be elaborated to a greater 
extent than is here indicated, and the larger the group, 
In large 


the greater the need for further grading. 
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staffs, it may be well to divide the staff into separate 
groups for meeting purposes. The various major classi- 
fications in medicine would seem the logical basis upon 


The 


graded staff undoubtedly offers inducements to the mem- 


which to form various active staff groupings. 


bers for better work and rewards service and loyalty to 
the hospital. 

The admission of new members to the staff should 
be a formal procedure, and applications should be closely 
studied and recommendations for admission made only 
after close study and a feeling that there is a reciprocal 
benefit to be derived through the acquisition of the new 
member. The staff application blank may well include 
a pledge against any form of fee division and also a 
pledge to abide by all rules and regulations of the staff 
and hospital. 


The organized staff, through the medium of the 
hospital, may conduct health campaigns which would 
seem unethical if otherwise handled, and yet are highly 
necessary to combat the propaganda of cults and quacks. 
It is possible through the staff to conduct health and 
medical talks to the public which not only instruct the 
public in the care of the body, but are apt to influence 
them in the selection of proper medical attendance in 
Such talks have been conducted by 
60 


time of sickness. 


hospitals with great success. Last fall a series of 
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such lectures were given by the staff of the Santa Bar- 
bara Cottage Hospital. These talks were not only well 
received, but were of undoubted value in spreading the 
proper form of medical information throughout the 
community. 
Aids Hospital Control 

Staff organization accomplishes control by the hos- 
pital, through the staff, of the medical practice in the 
hospital, and usually the best element in the staff will 
control the weaker members. Staff organization fur- 
nishes incentive for improvement, creates an atmosphere 
of research and study, through the proper utilization of 
medical records at staff meetings. 

The medical practice of a community can prac- 
reacts to the 


tically be gauged by its hospitals. Each 


good of the other. Good medical practice demands bet- 
ter hospitals, and better hospitals demand better med- 
ical practitioners, and so an endless chain of improve- 
ment is formed which reacts to the benefit of the patient. 
This year’s standards become next year’s minimum 
requirements, and we are ever improving our service to 
the patient. Perfecting our service to the patient is the 
ultimate goal of hospitals and hospital staffs, and these 
objects can be more rapidly obtained through the me- 


dium of the organized staff. 








COLUMBIA UNIVERSITY-PRESBYTERIAN HOSPITAL 


The first units of the Medical Center of Columbia University and 
The larger portion of the building with the three E-shaped wings is to be 
for Women, and the Squier Urological! Clinic. 


wing in the foreground is the Harkness Private-Patient Pavilion. 
used by the Presbyterian Hospital of New York, the Sloane Hospital 


background show the College of Physicians and Surgeons of Columbia University. 








CENTER. 


MEDICAL 
Presbyterian Hospital, New York City, are shown above. The small! 


The high towers in the 
Directly northeast of this building, out of sight, are the 
The move to occupy these various units began on 





Vanderbilt Clinic and the School of Dental and Oral Surgery of Columbia University. 
March 19, and will continue until fall, when the College will open its new term there. 








Organization of the Staff of an Open Hospital’ 


Geo. L. Lefevre, M.D., Chief of Staff, Mercy Hospital, Muskegon, Mich. 


"Ta EK efficiency of a hospital depends directly upon 
the efficiency of its staff. To be run properly, a hospital 
must be controlled by a well-organized staff of com- 
the staff of a large 
with our 


petent men. The organization of 


general hospital similar to those associated 
large teaching institutions is a simple matter, compared 
with that of a small open hospital, but the staff is even 
more important in the small hospital than in the large 
one. The departments in the large institutions are sep- 
arated by well-defined division lines which prevent, to 
a large degree, misunderstandings between the various 
groups. There is not the overlapping of effort in these 
large institutions that is so often seen to handicap the 
smaller hospitals. 
Organization Needed in Small Hospital 

In the past much more has been done by the larger 
institutions in this direction, and as a result today the 
most efficient staffs are found in the large hospitals. 
But we are beginning to realize more and more every 
day that staff organization is of paramount importance 
in the small open hospitals as well. I have found many 
small hospitals with staff organizations printed in their 
vearbooks, but in many of these institutions most of 
the doctors are not acquainted with the names of any 
of the men holding staff positions. In other words, the 
staffs are entirely stagnant, and the men at the head of 
the various departments are doing nothing to improve 
those departments. 

This is the logical result of the method employed 
by many institutions in the past of creating a number 
of staff departments and placing at the head of each 
a chief who is chosen, not because of any special ability 
in that line, but because he brought a great many cases 
to the institution. The superintendents thought of flat- 
tering these men rather for business reasons than for 
scientific reasons. 

Too Many Departments 

For many years the staff of the hospital of which 
I am chief was composed of from twelve to fifteen de- 
As a result none of the 
Nothing was being 


partments, each with its chief. 
departments was being developed. 
done to improve the institution. 
To remedy this we reorganized the staff on the 
basis of five major departments: Medicine; surgery ; 
obstetrics; eye, ear, nose, and throat; and pediatrics. 
Each of these departments is presided over by a chief, 
and they, together with the chief pathologist and chief 
roentgenologist, comprise the major staff. The conduct 
of the cases handled by the various doctors is controlled 
by these chiefs who are responsible to the chief of staff. 
In addition to this, certain men who have proved 
their ability in some line, are placed on the consulting 
staff of the department in which they are interested. 
Thus the men who are doing considerable surgery and 


1Read at a meeting of the American College of Surgeons. 
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who have proved their qualifications as surgeons, are 
members of the consulting staff in surgery, and the same 
method is used in the other departments. 

The younger men, who are doing good general 
work, but as yet have not qualified along any special 
line, are members of the general staff. They have the 
privilege of attending staff meetings and bringing cases 
to the hospital under their own care. 

Rules of the Staff 

Certain rules, made by the chiefs of the various 
departments, govern the work in that department. For 
example, no case can go to the operating room for a 
major operation unless it has been examined by a mem- 
ber of the consulting staff other than the operator, and 
the operation has been recommended by him. Further- 
more, the history and physical examination must be 
written on the chart before operation. No material re- 
moved at operation can be taken from the hospital by 
the surgeon or the relatives before it is sent to the lab- 
oratory and tissue taken for microscopic examination. 

The work in the other departments is controlled in 
Histories on all cases must be writ- 
Major 


the same manner. 
ten within 48 hours after entering the hospital. 
interference in obstetrical cases cannot be attempted 
without the consent of two other competent men. And 


various other rules are made, the purpose of which is 
to raise the standard of work done in the institution. 
Supervision Necessary 

Any hospital is judged by the progress of the pa- 
tients sent to the institution, and a general open hospital 
may suffer from circumstances beyond its control, since 
We 
refuse the privileges only to those doctors who have 
However, 


it allows any physician to work within its walls. 


been guilty of gross neglect or misconduct. 
there is no reason why the work of the physicians should 
not be controlled by the staff as I have just outlined. 
It is only by such careful supervision that a hospital 
can be run as an open institution. We have a commit- 
tee of staff members whose duty it is to check over the 
They are checked for complete- 
It is through this 


histories of every case. 
ness, logical diagnosis, and so forth. 
committee that the patients are assured of honest, care- 
ful attention while in the institution. 
Staff Meetings 

Monthly staff meetings are conducted on a regular 
date each month, and attendance at these meetings is 
expected. Membership on the staff depends on regular 
attendance. The cases in which patients have died 
during the previous month are discussed first by the 
attending physician and then by the staff in general, 
and this is the final check on the work of the visiting 
physicians. Serious effort is made to insure the elimina- 
tion of personalities from these meetings, and the cases 
are discussed purely from the scientific standpoint. 
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In an institution run in this manner there is plenty 
of opportunity for “mudslinging” 
“dirty work.” But it is soon apparent who is guilty of 
this bad practice and those men learn that such tactics 
will not be tolerated. When the various physicians are 
friendly with one another, there are more consultations, 
autopsies are better attended, and everything works for 


the good of the patient. 


and other forms of 
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Hospitals organized according to the above outline 
with staffs composed of men who are willing to give 
up their time for the betterment of the hospital rarely 
have trouble originating as a result of jealousies among 
the men; competition is keener, and cooperation more 
apparent. These things lead to better medical treat- 


ment and better care of the patients. 


The Medical Profession and Hospital Conventions 


John R. Hughes, M.D., Dean, College of Hospital Administration, Marquette University, Milwaukee 


Bw medical men interested in hospitals ? The 


question, at first glance, would seem to be foolish even 
to the point of absurdity, and the obvious answer to be 
a decided and an emphatic “ves.” Yet a close analysis 
of the actual situation reveals facts which seem to point 
to a contrary conclusion. To state that medical men 
are not interested in hospitals is not an exact truth. 
They are interested in hospitals, but the interest which 
they have is, in many instances, purely local, very per- 
sonal, and therefore too narrow. It is an interest only 
in that hospital in which they are working, an interest 
only in the immediate, professional side of that insti- 
tution, in the particular function of that institution 
which has to do with the care of the patients under their 
immediate supervision, and not an interest in the hos- 
pital as a whole. It is not an interest in hospitals 
generally, or an interest in what hospitals are doing 
along administrative lines, or in the changes that have 
taken place in medical practice and are taking place in 
it, as a direct result of hospital development. 
A Business Organization 

Few medical men understand much about the hos- 
pital as a business organization. Few of them want to 
know or care to find out about the business problems of 
That vital “dollars and cents” side of 


hospital work which gives it power, that side which is 


the hospital. 


fighting constantly to keep the balance on the credit 
side of the ledger, carries very little interest for the 
doctor. Few staff men know, or care to know, about 
it, because they do not see that it is their very real con- 
cern, they do not consider the profound effect that the 
hospital has upon them, upon their patients, and upon 
their methods of practice. 
Cost of Service 

Many physicians, when planning on hospitalizing 
patients, and when interrogated by those patients as to 
probable cost of hospital care, can give only an indiffer- 
ent estimate. They have no definite knowledge of room 


rates or ward rates. They do not know exactly the 
special charges for laboratory, for X-ray, for nursing 
service, and the various other things which use the 
patients’ money. They regard these “details” as “un- 
professional.” They must, therefore, send their patients 
to the hospital authorities for this information. Some 
few men are fairly familiar with these things—the 


majority are not. Practically none of them know 


definitely the why and the wherefore of the charges for 
hospital service. Practically none of them know 
whether the cost of hospital service is an honest, effi- 
cient one or not. They do not know whether the hospi- 
tal charges are fair, whether they are based on profit 
or on cost. 
Understanding Hospital Business 

That all of this is of vital importance to the medi- 
cal profession, that they, as doctors, should have a 
desire to find out about these things, is quite obvious. 
The effect of expense of hospitalization upon the patient 
will have a very direct effect upon the doctor in charge 
of that patient. His knowledge of the social and econ- 
omic status of a patient should be sufficient to give him 
the ability and responsibility to advise his patient where 
to go for hospital care, what arrangements to make with 
his hospital when he gets there, whether to seek part- 
pay, charity, or full-pay accommodations, and what to 
do and what not to do in this regard. Unless he knows 
the approximate cost of such service, he is fulfilling only 
a part of his duty to his patient and a part of his duty 
know some 


to his hospital. Therefore doctors should 


things about hospital business affairs. It is not neces- 
sary that they know minute details of management, but 
they should have a greater knowledge of them than they 
have now, and they should, for their own benefit, have 
a very definite interest in hospital publications and con- 
ventions, for here it is that such knowledge is obtainable. 
Here it is that the hospital workers attempt to set forth 
and solve their problems, and here it is that the doctor 
should have audience and representation. 

Another reason why medical men should evidence 
a greater interest in hospitals is one which has perhaps 
occurred to but a few of us. We medical men often 
form the habit of accepting things which affect us, our 
methods of practice, and affect the numbers and type 


of our patients, with very little thought or considera- 


tion of the right or wrong of the things so affecting us, 
or the justice or the injustice of them. 
Changing Conditions 

The hospital is one of the things which has de- 

veloped rapidly and which has a direct effect on the 

vast majority of us. The percentage of medical prac- 

tice in the hospital is very high compared to twenty 


At the 


vears ago, and it is constantly on the increase. 
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present time hospital organization, hospital manage- 
ment, and the methods of conducting hospital affairs. 
have a very definite effect and a most authoritative con- 
trol of our activities. Practice of medicine is very dif- 
ferent now from what it was twenty or thirty years ago. 
and one of the big differences has been brought about 
by hospital development. Methods of practice have 
changed, and as the manner of living has changed, so, 
too. has the manner of meeting illness. accident, and 
death changed, and no small part of that change is 
accounted for in the vast development of hospital prac- 
tice. 

The physician of today does not do all of the things 
that the pioneers of medicine were compelled to do. 
However. he does many of them and does them usually 
better, not because his ability is greater, but rather be- 
cause his opportunities are greater, his knowledge is 


surer, because he does not work so much alone, and 


all, 


With the advancement in knowledge of medicine, sur- 


above hecause his equipment is greatly superior. 
very, and the specialties, have come refinements of diag- 
nosis and of treatment which have demanded this better- 
ment of equipment and betterment of organization. 
That demand has been answered by the development of 
the hospital, until at present. evervwhere in the world. 
medical practice is, in a great percentage of cases, con- 
ducted within the hospital, and here we find the general 
practitioner and the specialist working with the same 
spirit and the same virtues as their predecessors of the 
much lauded “old school.” but in a better atmosphere 
and with more and better aid. 
Doctor’s Interest in the Hospital 

Being of the belief that this is true, we to whom 
the task of preparing programs for hospital conventions 
has been assigned, have assumed that there should be 
reason to give a positive answer to our question, “Is 
the doctor interested in hospitals 2” If he is, he should 
be interested in hospital conventions. If he is not, he 


If he 


him by those who are interested in hospitals, 


should be. is not. such interést should be stimu 


lated in 
for if he is not. a threefold evil will result, an evil atfect 
ing the medical profession, the hospital, the patient. 
The medical profession has the primary, ultimate, 
and unescapable responsibility for the treatment of the 
all efforts. The 


hospital is now the principal physical agency in these 


sick and for curative and preventive 


efforts, and their proper administration in all phases, 
economic and social, as well as purely professional, Is 
an indirect but unavoidable and serious responsibility 
of the medical profession. The patient looks to the 
doctor in the choice of his hospital and in any failure of 


full 


and efficient service for the patient and to do this, must 


service in the hospital. The doctor must demand 


know what to demand and why. 


The hospital has a responsibility to the medical 


profession and to the public to give the utmost service 
at the least possible cost. This is, in most cases, a pub 
is trust. Without an understanding of its problems by 


the medical profession, it cannot defend its charges 
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The hos- 


pital is further the workshop of the doctor, and he must 


properly to the profession or to the public. 


understand its organization, function, and problems to 
do his best work therein. He must be in full sympathy 
with the hespital organization in order to secure the 
cooperation of the patient with that organization. 
Meeting Patient’s Demands 

The patient of today demands value received from 
the hospital. The cost of hospitalization to the middle- 
class patient is the most serious problem of the hospi- 
tal field. 


selection of the hospital. and looks to the doctor in case 


The patient depends on the doctor in his 
of failure or overcharge. The doctor must be prepared 
by a thorough knowledge of hospital costs, to refer his 
case to the particular hospital suited to it. and be pre- 
pared to secure the patient’s full cooperation with the 
hospital personnel, an important factor in the patient’s 
recovery. 

The hospital depends on the medical profession for 
The medical profession depends on the 


its business. 


public for its clients. The public depends rightly on 
the medical profession in its choice of hospital, and 


mi 
rhe 


medical profession cannot evade this responsibility, and 


holds the medical profession for hospital failures. 
to meet it, must know the problems of the hospital on 
the business side. both for intelligent cooperation with 
the hospital, and to defend the hospital against unjust 
demands. 
Physicians and the Convention 

In the preparation of our program for the Cath 
olic Hospital Association Convention at Cincinnati, we 
have considered all of these things and have. therefore. 
included much that we hope will interest our physicians. 
Our clinics will be conducted by representatives from 
the medical profession and all of its specialties, from 
the nursing profession, from the administrative profes 
all of the 


brought into contact by hospi 


sion. from the dietetic profession, and from 


allied interests which are 


tal work. Demonstrations of importance by the best 


conducted Administration 


Ward 


Linical 


obtainable talent will be in 


of Tlospitals, in Room and Service, in General 


and Special Surgeries. in ( and Pathological 


Laboratories, in X-ray and Physical Therapy. in Ob 
stetrics and Pediatrics, and in Architecture and Engin 
evering. The subject matter of these demonstrations and 
(ISCUSSIONS will he such that they must be Ol interest 


and of value to all. 


Administration and Service 
on Administration, 
“Tne 


Stall.” 


subjects 


section the 


the 


will be 


following 


taken Organization and 


the 


up: 
Medic al 


Management, and Procedures Necessary 


Functioning of “Organization. 


Facilities, for 
the Efficient 


Statistics, 


Ilospital Care of the Injured.” “State 


ments, and of 


Facts,” 


Budgets.” “Publicity Finan 


Decentralized ys. Central 
In the 


on Room and Ward Service, such subjects as “Design 


cial “Purchasing 


ized.” and “Credits and Collections.” section 


and Equipment of Rooms and Wards,” “Beauty in the 


Ilospital.” and “Economies of Room and Ward Equip 


ment” will be discussed. 








Surgical, X-ray, Obstetrics 

In General and Special Surgeries, some of the 
topics are: “Organization, Equipment, and Manage- 
ment of a Good Fracture Department,” “Efficient Tech- 
nie and Management of the Major Surgeries,” “Ethylene 
Gas Anesthesia,” “Planning, Equipping, and Arranging 
the Ophthalmology Department,” and “The Ear, Nose, 
and Throat Examining Room—Its Plan and General 
Set-Up.” 

In the X-ray section, some of the subjects will be 
“Special Examinations and the Duties of the Roentgen- 
ologist in Cooperating with such Requests,” “Adequate 
Economic Man- 








Equipment—FEfficiencies of Procedure 
agement,” and “Organizing and Managing an X-ray 
Department.” 

In the 
subjects of Management, Equipment and Procedure in 
both Obstetrics the 
point of view will be taken up in a number of papers. 


the section on Obstetrics and Pediatrics, 


and Pediatrics from Hospital’s 


__ Laboratory Section 
In the Clinical and Pathological Laboratory sec- 


tion, the importance of Post-Mortem Examinations for 
the Hospital, the relation of the Pathologist and the 
Technician to the Hospital Staff, and the Organization, 
Equipment, and General Set-Up of the Laboratory, will 
be discussed, along with many other interesting topics 
concerning the laboratory. 

Physiotherapy, Dietetics, Architecture 

In the Physiotherapy section, the Present Ethical 
Status of Physiotherapy, the Relation of Physiotherapy 
to Industrial Insurance Work, the Planning, Placing, 
and Equipping of a Hospital Physiotherapy Depart- 
ment, and many other Physiotherapy subjects will be 
discussed, 

In the section on Dietetics. the main topic ol a 
number of lengfhy discussions will be “The Relation of 
Dietetics to Therapy.” and a number of physicians of 
prominence, together with the leading dietitians of the 
country, will be on the program. 

In Architecture 


the Problems of Planning and Construction, the Prob- 


the section on and Engineering, 


lems of Equipping and Arranging, together with many 
engineering problems of hospital work, will be ably dis- 
cussed by leaders in these fields. 


Opportunities for All 
The viewpoint of the hospital executive, of the 
administrator, and of the so-called lay personnel, will 
he given a hearing in these various’ sections. The medi- 
cal profession, too. will have its opportunity, the nursing 
and the others, theirs, and in this forum we hope by 
a greater and better mingling of thought to produce a 
that we all 


better understanding and a better harmony 


may better serve. To accomplish this, we are most 


desirous of obtaining a large and representative medical 
The 


there, and the doctors should be there it 


attendance. The hospital people will be there. 


nurses will be 


vreater numbers. . 
We are making an effort to educate professional 
hospital people to the need of doing better things, to 


the 


need of modern equipment and modern methods, 
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ROOMS AND LABORATORY 
CHARLES, MO 


OPERATING AND X-RAY 
ST. JOSEPH’'S HOSPITAL, ST 


for the ultimate good of the patients, but also for th 
benefit of our physicians, and it is our hope that, as a 
result, the medical profession will develop a new and 


greater interest in the Science of Hospital Management 


What's the Answer? 

A Christian minister once said to a rabbi with whom 
he was intimately acquainted: “Tell me, please, why 
is it that when you ask a Jew a question he will not 
give you a direct answer but counter-questions you 
or, in other words, answers your question with another 


question?” 
shouldn’t a man answer a_ question 


“Why 
another question?” replied the Jewish leader. 


with 
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An Alexian Brothers’ Hospital 


Lie Alexian Brothers have issued the fifty-eighth 
annual report of their hospital at St. Louis, Mo., in the 
form of a bound pamphlet, including a brief history of 


the hospital. 





<cHRIST) > 








COAT OF ARMS. 
ALEXIAN BROS. HOSPITAL, ST. LOUIS, MO. 


The St. Louis institution was founded in 1869 by 
two Brothers from Chicago where an establishment was 
made in 1866. The Alexian Brothers were instituted 
during the Middle Ages and have ever since been widely 
known and reverenced for their care of the sick in cities 
and for the wounded on the battlefield. 

University Affiliation 

The Alexian Brothers’ Hospital at St. Louis has 
been affiliated with the St. Louis University School of 
Medicine 1909. In 1925 a modern 
building was erected adjoining the hospital at a cost of 


since two-story 


$75,000 to be used as a free dispensary. It serves 
annually 5,000 patients with over 30,000 treatments or 
visits ranking third among the dispensaries of the city 
and doing eight per cent of all the free dispensary work 
in St. Louis. 


Organization of the Hospital 

At present the Alexian Brothers’ Hospital at St. 
Louis is a Class A hospital of 250 beds. As the 
capacity is not large enough to accommodate the num- 
ber applying for admission, a larger strictly modern 
building is being planned. 

The nursing is done by a staff of Brothers who have 
the the 


The active staff of spe- 


received their training at motherhouse of 
Alexian Brothers in Chicago. 
cialists with associates and assistants are all appointed 
by the St. Louis University School of Medicine. A 
resident staff of physicians is on duty at all times. 

The hospital is divided into departments of medi- 
cine, surgery, and neurology and cares for male patients 
only, while the dispensary cares for patients of both 
SeXes, 

Report for 1927 

The hospital report for the year 1927 is as follows: 
Patients treated 1,689; days of treatment 63,253 (of 
these 5,817 were charity cases) ; cured, 431; improved 


806; unimproved, 195; died, 97 (of these, 24 came in a 
dying condition) ; full-pay patients, 631; part pay, 828; 


charity, 230, 
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PATIENTS’ RECREATION GROUNDS, ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO. 


The Surgical Department 
Four major operating rooms are available in the 




















surgical department. These are all equipped with 
modern appliances including the latest type of lights 
and in one of the rooms a fracture table. In addition 
there is a large minor operating and dressing room. 
An emergency surgery is located on the first floor near 
the entrance to the building. 

A full-time resident anesthetist is available at all 
times. In addition to the usual anesthetics, ethylene 
and nitrous oxide are given. There is also a resident 
X-ray technician ready for emergency service at all 
times. 

All necessary frames, splints, and appliances are 
ready for emergency and subsequent treatment. Thus 








THE EYE WARD, 
ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO 


the hospital is well equipped for general sur- 
gery as well as for emergency and industrial 
surgery. This service is open to all reputable 
surgeons. 
The Radiological Department 

The radiological department is a com- 
plete up-to-date unit. It comprises four rooms 
on the first or main floor, easily accessible for 
dispensary, emergency, transient, and hospital 
Causes, A completely equipped fluoroscopit 
room adjoins the radiographic room. A. port- 


able unit is available for emergency rentgeno- 





erams in any part of the hospital. This de- 








partment is under the active supervision of 


X-RAY DEPARTMENT, ' sr or Hilarian., and is further directed by 
ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO. Brother Til a, om urther dire: " 





























MAJOR OPERATING ROOMS, 
ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO. 


Dr. P. Titterington. radiologist of the school of medi- 
‘ine of St. Louis University. 
The Physiotherapy Department 
The Alexian Brothers’ Hospital is equipped with 
an up-to-date physiotherapy department large enough 


to treat six patients at one time. The equipment in- 
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THE LABORATORY, 


ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO. 


cludes a diathermy unit, two infra-red lamps, a quartz 
bath tub 
packs, and apparatus for exercise. Other equipment is 


lamp, electric cabinets, sprays, baths, wet 


being added. This department is under the supervision 
of a staff physician and is at all times under the care 


of two experienced technicians. The results of physio- 
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CYSTOSCOPIC ROOM. SURGICAL WARD. 
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A PRIVATE ROOM. DISPENSARY WAITING ROOM. 
INTERIOR VIEWS, ALEXIAN BROTHERS’ HOSPITAL, ST. LOUIS, MO. 
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therapy treatment have been very satisfactory to both 
the patients and their physicians. 
The Laboratory 
The general laboratory is located on the top floor 
of the building with large windows on the south and 
east. The laboratory is completely equipped for all 
tests, chemical, cultural, seriological, colometric, and 
microscopic. Brother Sergius, a technician of many 
years’ experience, has charge of the laboratory. All 
pathological specimens are, in addition, rechecked by 
Dr. W. 2). Collier, pathologist from St. Louis Univer- 
sity. 
The Society of the Alexian Brothers 
In the beginning of the fourteenth century when 


the terrible plague called the “black death” was ravag- 
ing Europe, several pious laymen under the leadership 
of a saintly man called Tobias, banded together at 
Mechlin in Brabant, to relieve the plague stricken and 
to bury the dead. 

This beginning soon became a religious Community 
for the relief of human suffering and to give Christian 
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burial to the dead. They chose as their patron, St. 
Alexius, who for many years served in a hospital at 
Edessa in Syria and is likely the same “Servant of God” 
known as the son of a wealthy Roman senator. 

Since the fourteenth century the general mother- 
house of the Order is located at Aix-la-Chapelle. Hence 


the Alexian Brothers have been in existence for over 


600 years. They have hospitals and similar institu- 


tions in nearly all the European countries. During the 
late world war the Alexian Brothers were found in the 
firing lines on both sides as well as in the hospital corps 
as nurses. 
Beginnings in America 

In December, 1865, Ven. Bro. Bonaventure Thelen 
was sent to America where in 1866 he established a 
foundation at Chicago which has since been the mother- 
house of the Order in this country. The second estab- 
lishment of the Brothers was the hospital at St. Louis 


Ven. 


and superintendent of the hospital at St. Louis. 


rector 


in 1869, Bro. Wenceslaus is at present 
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The Health of the Hospital Sister 


Edward F. Garesché, S.J. 


Mor lone avo some questionaries were sent out to 


ascertain the relative longevity of the various commu- 
nities of Sisters. The results of these questionaries, as 
recently announced in the Catholic press, seem to show 
that, generally speaking, the life of the teaching Sisters 
is about five vears longer than the life of the Sisters who 
work in hospitals. These results though, of course, they 
are only approximative and deduced from a_ limited 
number of instances, still give matter for some serious 
reflections. So great a difference in longevity points to 
the need of much greater care of the health of hospital 
Sisters. 
Sisters’ Health is Precious 

This greater care is called for, not for the sake of 
the Sisters alone, but from consideration for the welfare 
We all 
know how very great is the need at the present time for 
Communities find it difficult to supply 


of the public and of the Church in general. 


hospital Sisters. 
enough workers for existing institutions. The employ- 
ing of lay help is often very unsatisfactory when com- 
pared to the service which Sisters can render. Because 
of the 


Sisters are sometimes overburdened with work and per- 


insufficient number of workers, the individual 
haps this may be found to be one of the contributing 
causes of the shortening of their lives. 

But while more workers are needed in existing hos- 
pitals, superiors are constantly being besieged with 
requests to begin new institutions or to take over the 
management of those which are already built, but which 
are not prospering. Thus, the prolonging of the lives 
of individual Sisters is a service to the community and 
to the public at large. In the nature of things it is 
hardly reasonable to hope for a very great and sudden 
increase of vocations. Every year that is added to the 
hospital Sister’s term of active service, is therefore, a 
general benefit. This reflection gains point when we 
consider that the latter working years of a hospital 
Sister are the more fruitful vears. Nothing can take 
the place of experience in hospital work, and _ those 
Sisters especially who have received training as techni- 
cians, as operating-room Sisters, supervisors, or in any 
other responsible position in hospital work, are more 
valuable the more experience they have. It is a double 
loss, therefore, when a Sister who has taken special 
training and is just gaining enough experience to be 
particularly valuable, suddenly breaks down or passes 
away. Her whole accumulation of experience and skill 
is lost to the public and to the community. 


Duty of Superiors 
The very nature of hospital work imposes, of course, 
some inevitable strains on the human constitution. But 
these strains and dangers to health can be minimized 
and can sometimes be obviated altogether by prudent 
precautions. But is it right for a hospital Sister to 


take care of her health? Or is it proper for her com- 


munity to give special consideration to her physical well- 
being? To these questions every one, of course, will 
answer in the affirmative. Superiors of religious com- 
munities are responsible both for the spiritual and phys- 
ical well-being of their charges. They have no right 
habitually to put a greater burden on their subjects 
than health can bear. They have the duty of providing 
everything that is needful for a healthful existence. 
The steps which some communities are taking, there- 
fore, of building special and separate quarters for the 
Sisters, is in accord with religious charity. 

This care of the health of their subjects is inde- 
pendent of the wishes or requests of the subjects them- 
selves. The personal health of the Sisters, like every 
one else’s personal health, is not their own possession, 
but God’s. We cannot take away life, since we have no 


jurisdiction over life. It belongs to God. Neither can 
we take away the health of another without grave rea- 
son, for health, like life, is the property of God. It is 
true that the individual can sometimes sacrifice some 
Thus, 


nurse who is in charge of a desperately ill patient is 


part of health for some high duty. a Sister or a 
justified in losing sleep and enduring fatigue which 
will be detrimental to personal health. This is an act of 
But there is seldom any real need of perma- 
After 
such an exertion, a period of rest should follow and 


charity. 
nent injury to health, because of hospital duties. 


superiors owe it to God to see to it that their subjects 
are not unduly burdened so as to lose their health. 


Attempting Too Much 
“What then are we to do when the work has to be 
done and there are not enough Sisters to do it?’ This 
is, of course, a real difficulty. Two answers suggest 
themselves. One is, that by a better arrangement of the 
work and by insisting on regular times for rest. recrea- 
tion, and food, the burden may be born when a lack of 


system might result in serious injury to health. The 
second is, that outside help may be employed to lift the 
burden from the Sisters. If neither of these means 


s to cut down on the 


sullice, then the only solution 
work. It is a grievous error to take on too much work 
and, regardless of resources, to increase more and more 
the activities of the hospital. Such an increase of work 
should be reasonable, and proportionate to the help 
available. It is a much more praiseworthy thing on the 
part of superiors carefully to restrict the undertakings 
of their community in proportion to the strength of 
Sisters. than it is to try to do more and 


their more 


work at the expense of the community’s health. 


Besides, as we have said, it is a very short-sighted 
policy to try to do so much work in a short time as to 
exhaust and break down the strength of the Sisters. 
Better far to work quietly for twenty or thirty years 


with all the added maturity and experience which the 
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latter vears will bring. than to rush through two vears’ 


work in one, and then to spend the rest of one’s life a 


partial invalid. These thoughts are the more impor- 


our day to try to do 


tant because it is the temper oO 
too much, too quickly and because so many persons are 
constantly breaking down from overwork and_ over- 
hurry. 

But should the individual Sister give any attention 
to preserving her personal health and strength? Is 
she not justified in voing ahead without care or pre- 
caution for her physical powers? Is it not even a point 
of perfection to neglect one’s health for the sake of the 
Careful distinctions are necessary in answering 
such questions. The 


right over her own health and life than has the superior. 


work ? 


individual Sister has no more 


Since health and life belong to (iod. we should guard 
He has 


established certain rules for physical well-being and the 


them as His possessions and not as our own. 


normal, sensible obedience to these rules is part of our 
duty in life. It is true. as we have said, one is some- 
times justified in unusual circumstances in sacrificing 
health for the sake of another or for one’s own greater 
good. Thus, if it were a question of either giving up 
health or giving up virtue, we could give up health un- 
hesitatingly. but to ruin one’s health by overwork with- 
out necessity is wrong. 
The Virtue of Prudence 

Hence, the hospital Sister, like every one else, has 
a personal duty of exercising reasonable prudence and 
observing the laws of health in a sensible way. But is 
it not a lack of mortification to take care of one’s health ? 
This is an amusing question. It requires a great deal 
more mortification really to take care of one’s health 
nowadays than it does to lose it. Very few persons lose 
their health through the spirit of mortification in our 
times. but a good many persons ruin their health for a 
mortification. The Jaws of health require 


want of 


temperance in everything, even in work. This temper- 


ance requires self-control, prudence, and self-discipline. 
To go ahead and work intemperately, neglecting to take 
due intervals of rest and recreation, is sometimes only a 


form of self-indulgence. It is much harder to leave off 


an interesting work and go out for a bit of fresh air 
than it is to keep right on at what we are doing. 

An important requisite for health is care in food. 
How many people there are who ruin their health sim- 
ply because they eat what they like and not what is 
To 


vood for them. There are those who find it easier 


fast and to diet than to take the things that they know 
Now, hospital 


to be suitable to their constitution. 


Sisters are always in position to learn the laws of cor- 


rect diet. Let them adopt the salutary mortification of 


as much as is good for them and ayoiding what 


eating 


is not salutary. Strange to sav. our civilized constitu- 


tions are so perverse that DN people will fina the liet 


is best for them goes most against their natural 


that 


inclinations. Very stout people are particularly fond 
foods and have to make an effort of strong 


They 


of fattening 


self-discipline to avoid taking too much of them. 
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fond of 


They 


potatoes and rice and everything that tends to add to 


like starchy foods, custards, cream. are 


their bulk. To eat green vegetables in abundance, to 
avoll butter and starches and sugar, is a real penance 
for them and one of the most salutary penances they 
Very thin people, on the contrary, have 


The 


reason that they are thin is sometimes precisely this, 


could perform. 


foods that are good for them. 


a distaste for the 
that they do not take enough hydrocarbons. They have 
a distaste for custards, for potatoes, for cream, and they 
mortification in 


have to make a corresponding act of 


order to take the diet which is good for them. 


Some Rules of Health 
The rules of health require that one should have 
a due amount of sleep. Here, again, civilized life tends 


to turn us from the straight path. It makes us wish 


to stay up late at night. There is so much to do, so 
many duties to perform and one needs a true spirit of 
mortification to resist this tendency of staying up late 
Not a 


people who imagine they are too busy to take any more 


and to take the necessary amount of sleep. few 


sleep, will find that it is not their occupation but their 
They 


They fail to go 


waste of time which causes them to lose sleep. 
put off things till late in the evening. 
promptly to bed, and so for these reasons they find them- 
selves habitually taking an insufficient amount of rest. 
More mortification, more self-control would give them 
more leisure for sleep. 

Proper air, good ventilation in sleeping rooms and 
other places is also, as we all know, a requisite for 
health. 


pitals where it has been so much insisted on. 


This requisite is probably well observed in hos- 
The 
relative humidity of the air is also of great importance. 
It is said that the air of our steam-heated hospitals and 
homes in winter time is more dry than that of the 
Sahara Desert. Other details of health are well known 
to hospital Sisters, especially to those who have been 
trained as nurses, but to carry what they know into 
actual practice in their lives requires a high degree of 
self-discipline and much more mortification than most 
people realize until they try it. 
Recreation Facilities 
Some of our hospitals have purchased or secured 


by gift, a country place, or villa, where the Sisters may 


go for an annual vacation. and be entirely free from 
all their usual tasks. This is an excellent plan, and 


should be widely followed. If each sister could have a 


day or week off at this villa, the results on her health 


and her work would be very beneficial. True. many of 


the Sisters themselves would object to this. preferring 


to stay at work, and fearing that something might vo 


wrong in their absence. But it would be well for them 


to mortify and overcome this feeling. and to take their 


recreation in the same spirit ol simplic itv and obedience 


with which they perform their daily duties. In fact 


they would sometimes find it a very effective form of 


self-denial to go to the villa when they would much pr 


fer perhaps to stay at home. 
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Any one who lives a truly healthful life in the 
midst of hospital work has to make many sacrifices of 
personal inclination to attend to many points of hygiene, 
which require strong self-discipline. Those who have 
attempted for their health’s sake to go through some 
simple sets of physical exercise every day know what 
an effort of the will is required to keep up such a prac- 
They are always tempted to neglect these exer- 
cises on which they have resolved so strongly. They 
find a hundred excuses. When the time comes for their 
exercise, they would rather take a beating than go 
The consequence is that many per- 


tice. 


through with them. 
sons lack sufficient self-discipline and mortification to 
take regular physical exercise nowadays. 


Health Preservation a Duty 
Let us, therefore, not delude ourselves with the 
idea that to neglect one’s health is a good mortification, 
a sign of strength of character. On the contrary, un- 
necessarily to fail to take care of one’s health is likely 
to be a sign of weakness, a lack of mortification and a 
vielding to natural sloth. 


Some of the saints regretted bitterly that in the 
excessive fervor of youth and before they had learned 
prudence, they permanently injured their natural 
powers and thus made themselves less fit instruments 
for God’s service. Every one will remember how St. 
Bernard expressed his regret, that, in killing the old 
The saints 


the 


man, he had weakened the new man also. 
never advised others to injure their health. On 
contrary, when they wrote rules for religious commu- 
nities, they always included prudent regulations for 
proper food, sufficient exercise, and the observance of 
such rules of hygiene as were known at that day. 
Must Use Natural Means 

It is true that our Lord tells us not to be solicitous 
about the things of the body and to have confidence in 
But 


this does not mean that we are to neglect the natural 


(iod’s Providence for the supplying of our needs. 
laws which are the laws of God. An excessive and un- 
due care of health is a fault and may prove a serious 
obstacle to personal efficiency. But this excessive solici- 
tude for health is rarely found, one would think, among 
hospital Sisters. They are rather inclined not to take 
sufficient care of their own health and they need for the 
most part to be encouraged to take precautions to pre- 
serve their health and strength in the midst of the 
multiplying labors that hospital work brings to them. 


Finally, if there are those who doubt whether these 
remarks are true, let them make an experiment. Let 
them live for a week without troubling about the rules 
of health, eating only what they wish to eat, taking no 
more exercise than they feel inclined to, nor troubling 
Let them 


spend another week working as before, but at the same 


about the care of their body in any way. 


time taking the proper precautions for maintaining phys- 
ical health 





a due amount of exercise each day, care in 
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the selection of food, the arranging of everything as far 
as possible so that they can retire at a reasonable hour. 
Then let them compare the real amount of mortification, 
self-control, self-discipline exercised during these two 
weeks. We think they will agree, everything else being 
equal, that the one who takes care of her health in a 
prudent and reasonable way is showing much more self- 
denial, more self-discipline and power of self-control, 
more true mortification of spirit and of flesh than the 
one who goes on her way careless of the rules of health. 

A LEGALLY PROTECTED UNIFORM FOR 

REGISTERED NURSES 
Edward F. Garesché, S.J. 

N idea has come to us which we wish to propose 
for discussion at the approaching convention of the 
International Catholic Guild of Nurses in Cincinnati, 
and which seems to promise an opportunity of real 
service to the nursing profession and to the public as 
well. The idea is this: That a distinctive and becom- 
ing uniform or insignia, sufticiently characteristic to be 
so protected, shall be legally restricted by law so that 
only registered nurses may wear it. We are aware that 
the subject has often been discussed before, at nurses’ 
meetings. But to bring it up again, at this time may 


help to secure some effective action. 


That legal protection can be obtained for such a 
uniform or insignia, protection based on the interest of 
the public and safeguarded by proper penalties, seems 
clear enough from the fact that other uniforms and 
badges of service are already so protected. Thus, it is 
illegal and a punishable offense for those who are not 
soldiers to wear the military uniform, and other uni- 
forms, such as those of the guardians of the peace, are 
similarly safeguarded. 

When the first chapter in our recent book, “Couriers 
of Mercy,” was published, entitled “The Nurses’ Badge 
of Honor,” a chapter which called attention to the sig- 
nificance of the nursing uniform and the honor which 
should attach to it, some nurses remarked that there is 
a serious question among nurses as to whether it might 
not be better to abandon the uniform since it is used 
by so many unauthorized people and has been some- 
times dishonored by those who wear it without right. 
On the other hand, the reasons mentioned in that chap- 
ter, and other reasons which can be easily thought of, 
seem to us to show that it is very desirable to have some 
characteristic uniform which will distinguish the regis- 
tered nurse with her skilled service and personal devo- 
tion to the sick, from all others, and which cannot be 
lowered in public opinion by any other use than that 
of the protessional nurse in her ministrations to the 
sick. 

The complaint is sometimes heard, nowadays, that 
those who are not graduate nurses usurp the use of the 
uniform, and then, by their lack of qualifications, or 
for some other reason, prejudice people against the uni- 


form by the fact of their association with it. Now, 
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there is no reason why this should be tolerated. It is 
a harm both to the public, which is deceived into accept- 
ing the services of those who are not qualified nurses 
because they appear to be so, and it is an injury to the 
nursing profession, which is thus blamed for the in- 
capacity, or even the misdeeds, of people who have no 
right at all to pass themselves off as graduate nurses. 
In order to carry out this suggestion, it would only 
be necessary, it seemed for the nursing associations to 
agree upon some distinctive uniform or insignia and 
then to have provisions introduced into the state laws 
which would forbid the use of this distinctive uniform 
or insignia by any but registered nurses, or those who 
are eligible for registration. An additional paragraph 
by way of amendment to the laws about registration 
would suffice. Such legislation would not be difficult 
to introduce, especially if a design were adopted which 


was sufficiently characteristic and original to make it 
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easy to protect. It would be necessary to modify some- 
the 
hecome so COMMON and is used by sO many other persons 


what present uniform, because this uniform has 
besides nurses, and also because it is perhaps not dis 


tinctive enough to be capable of protection. But it 
would be quite easy for a skilled designer to prepare 
a uniform which would be easily described, character- 
istic, and original, and the legalizing of this uniform 
as a legal protection would be simply a matter of secur 
ing the appropriate legislation. 

We should be very glad to hear from any one who 
has suggestions or comments to make on this subject 
and it may be possible, at the convention meeting of 
the Guild to appoint a committee to study this subject 
und suggest a uniform that can be so protected and also 
to take steps to secure the coope ration of nursing asso- 
ciations and individuals so as to promote the general 


adoption of the uniform and its legal protection. 


Preliminary Program 


Thirteenth Annual Convention Catholic Hospital Association of the United States and 
Canada, and Second Annual Hospital Clinical Congress of North America, 
Cincinnati, Ohio, June 18 to 22, 1928 


Monday Morning, June 18 

10:00 a.m.—Pontifical High Mass and Sermon, St. Peter’s 
Cathedral, West Eighth and Plum Streets. 
Most Rev. John T. MacNicholas, O.P., S.T.M., Arch- 
bishop of Cincinnati. 

12:00 noon—Luncheon (Arrangements to be announced in 
final program). Visits to Exhibits, Cincinnati Music 
Hall, West Twelfth and Plum Streets. 


Monday Afternoon, June 18 

2:00 p.m.—General Opening Meeting—Music Hall Audi- 
torium. 

Rev. A. C. Fox, S.J., LL.D., vice-president, Catholic 

Hospital Association of the United States and Canada, 

presiding. 

1. Address—Hon. Murray Seasongood, mayor of Cin- 
cinnati. 
Address—Most John T. MecNicholas, 
O.P., S.T.M. 

3. President’s Address—“The Hospital a Home of 
Science, Health, Charity, Beauty, and Business,” 
Rev. C. B. Moulinier, S.J., LL.D., president, Cath- 
olic Hospital Association of the United States and 
Canada. 

4. Address—“What the Public Expects of Hospitals,” 
W. E. Fox, Cincinnati, Ohio, secretary, advisory 
board, Good Samaritan Hospital. 

5. Address—‘The Citizen’s Responsibility to Hos- 
pitals,” A. E. Anderson, Cincinnati, Ohio, treas- 
urer, board of trustees, Children’s Hospital. 

6. Address—“The Duty of the Medical School to the 

Hospital,” A. C. Bachmeyer, M.D., dean, college 

of medicine, University of Cincinnati; superin- 

tendent, Cincinnati General Hospital. 

Address—“How the Progressive Hospital Should 

Meet Its Responsibilities,” Maurice Pollak, presi- 

dent, board of trustees, Jewish Hospital, Cincin- 

nati, Ohio. 

4:00 p.m.—Adjournment—Visit to Exhibits. 


Reverend 





to 
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Monday Evening, June 18 

8:00 p.m.—Meeting, International Catholic Guild of 
Nurses—Music Hal] Auditorium. Rev. E. F. Garesché, 

S.J., LL.B., general spiritual director, presiding. 
10:00 p.m.—Adjournment. 
Special Note: The International Catholic Guild 
of Nurses will conduct its meetings each evening, 
from Monday, June 18 to Thursday, June 21, in the 
Music Hall Auditorium Program now in preparation. 


Tuesday Morning, June 19 
8:00 to 10:00 a.m.—Visit to Exhibits. 
Clinics 

Section I. Administration—Music Hall Auditorium. 
M. R. Kneifl, B.S., director, presiding, lecturer, 
Hospital Service Bureau, Catholic Hospital Asso- 
ciation. 

10:00 to 11:00 a.m. 

“The Organization and Functioning of the Medical 
Staff’—M. T. MacEachern, M.D., Chicago, IIl., 
associate director, American College of Surgeons, 
lecturer, Hospital Service Bureau, Catholic Hos- 
pital Association. 

11:00 to 12:00 noon 

Conference on Professional Problems in the Hospital 
M. T. MacEachern, M.D. 

Section II. The Profit of Beauty in the Hospital 
Second fioor, south wing. Leah Lee Stimson, R.N. 
directing. 

10:00 to 12:00 noon 

How Beauty Can Help in Realizing All Hospital Ideals. 

Paper— 

Paper— 

Paper—(Detailed program in process of prepara- 
tion by Miss Stimson). 


Discussion— 
Demonstration— 
Section IIIB. X-ray Department — Second floor, 


south wing. Kennon Dunham, M.D., Cincinnati, 
Ohio, director, presiding. Asst. Prof. of Medi- 
cine, University of Cincinnati. 
9:00 to 10:00 a.m. 
X-ray Technic—Sidney Lang, M.D., Cincinnati, Ohio, 
chief of X-ray service, Good Samaritan Hospital. 
Section IV. Surgeries—On stage, Auditorium. John 
Caldwell, M.D., director, presiding, Cincinnati 
General Hospital. 
10:00 to 11:00 a.m. 
“Organization, Equipment and Management of a Good 
Fracture Department”—Charles L. Scudder, M.D., 
Boston, Mass. Chairman, committee on fractures 
of the American College of Surgeons. 
11:00 to 12:00 noon 
Fracture Conference—Charles L. Scudder, M.D. 
Section VIII A. Physical Therapy—Main floor, north 
wing. John R. Hughes, M.D., director, presiding. 
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9:00 to 10:00 a.m. 

“Planning, Placing, and Equipping a Hospital Physi- 

cal-Therapy Department’—J. S. Coulter, M.D., 
Northwestern University Hospital, Chicago, Ill. 

Section VI. Obstetrics—First floor, north wing, 
Henry A. Woodward, M.D., director, presiding. 
Obstetrician, Bethesda Hospital, Cincinnati, Ohio. 

10:00 to 11:00 a.m. 

“Planning and Equipping the Obstetrical Department,” 
Henry A. Woodward, M.D. 

11:00 to 12:00 noon 
“Management and Procedure in Obstetrics,” Henry 

Buxbaum, M.D., instructor in obstetrics, North- 
western University School of Medicine; adjunct 
obstetrician, Chicago Lying-In Hospital and Dis- 
pensary; associate obstetrician, Mount Sinai Hos- 
pital, Chicago; attending obstetrician, Lutheran 
Hospital, Chicago. 

Tuesday Afternoon, June 19 

Section IIIB. X-ray—Second floor, south wing, H. 
A. Newman, educational director, Acme _ Inter- 
national X-ray Co., Chicago, Ill., director, presid- 
ing. 

2:00 to 3:00 p.m. 

Advanced X-ray Technic—H. A. Newman. 

Section IIIB. X-Ray—Second floor, south wing, W. 
S. Werner, E.E., chief engineer, Kelly-Koett Com- 
pany, Covington, Ky., director, presiding. 

4:00 to 5:00 p.m. 

X-ray Conference and Questions and Answers, W. S. 
Werner, E.E. 

Section IV. General Surgeries—On stage, auditorium, 
G. J. Heuer, M.D., professor of surgery, Univer- 
sity of Cincinnati, director, presiding. 

2:00 to 3:00 p.m. 

Team Demonstration—Efficient Technic and Manage- 
ment of the Major Surgeries—Team from Cin- 
cinnati General Hospital. 

3:00 to 4:00 p.m. 

Ethylene Gas Anaesthesia—John R. Lundy, 
Mayo Clinic, Rochester, Minn. 

Section V. Special Surgeries—Main floor, south wing, 
Clarence King, M.D., director, presiding. 

2:00 to 3:00 p.m. 

“Planning, Equipping and Arranging the Ophthal- 
mology Department,” Miss Thatcher, Christ Hos- 
pital, Cincinnati, Ohio. 

3:00 to 4:00 p.m. 

“The Ear, Nose, and Throat Examining Room — Its 
Plan and General Set-Up.” 

(Speaker to be announced in final program.) 

Section VIII A. Physical Therapy—Main floor, north 
wing, John R. Hughes, M.D., director, presiding. 

4:00 to 5:00 p.m. 
“Electro-Coagulation”—A. 

Louisville, Kentucky. 

Section XI. Architecture and Engineering—Music 
Hall Auditorium, M. A. Higgins, M. A., director, 
presiding. 

2:00 to 3:00 p.m. 

“Design and Equipment of Rooms and Wards”—Frank 
E. Chapman, director, Mount Sinai Hospital, 
Cleveland, Ohio. 

Discussion led by M. A. Higgins, M.A. 
Adjournment—Visits to Exhibits 
Wednesday Morning, June 20 

8:00 to 10:00 a.m.—Visit to Exhibits. 

10:00 a.m. to 12:00 noon—General Scientific 
Music Hall Auditorium. Rev. C. B. Moulinier, 
LL.D., presiding. 

1. Address 

ing and Maintaining Up-to-Date and Uniform (as 

far as desirable) Technic in All Diagnostic and 

Therapeutic Procedures.” 

Speaker to be announced. 

2. Address—“The Staff’s Responsibility in the Hos- 
pital to Help in Establishing and Maintaining Up- 
to-Date Technic in all Nursing Procedures.” 

Speaker to be announced. 

3. Address—‘The Value and Importance Today of 
Cardiography and an Adjunct to Diagnosis.” 

J. E. Greiwe, M.D., Cincinnati, Ohio. 

4. Address—“The Duty of the Hospital in Meeting 
the Demand for Health Inventory.” 

Franklin H. Martin, M.D., director-general, Amer- 

ican College of Surgeons. 
Wednesday Afternoon, June 20 

Section I. Administration—Music Hall 
M. T. MacEachern, M.D., associate 


M.D., 


David Willmoth, M.D., 


Meeting— 
eB 


L 


Auditorium, 
director, 


“The Staff’s Responsibility in Establish-* 
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American College of Surgeons, Chicago, IIl., di- 
rector, presiding. 
:00 to 5:00 p.m. 

“Organization, Facilities, Management, and Procedures 
Necessary for the Efficient Hospital Care of the 
Injured” (Illustrated), M. T. MacEachern, M.D. 

Section III A. X-ray—Main floor, north wing, E. S. 
Blaine, M.D., Wesley Memorial Hospital, Chicago, 
Ill., director, presiding. 

4:00 to 5:00 p.m. 

“Special Examinations and the Duties of the Roent- 
genologist in Cooperating with such Requests,” 
E. S. Blaine, M.D. 

Section VII. Clinical and Pathological Laboratories— 
Main floor, south wing, J. J. Moore, M.D., Chi- 
cago, Ill., secretary on pathology and physiology, 
scientific assembly, American Medical. Associa- 
tion, director, presiding. 

4:00 to 5:00 p.m. 

“Organization, Equipment, and General Set-Up of the 
Laboratory,” J. J. Moore, M.D. 

Section VIII B. Physical Therapy — Second floor, 
south wing, W. S. Werner, E.E., director, presid- 


ra 








ing. 
2:00 to 3:00 p.m. 

“Adequate Equipment—Methods of Procedure in the 
Physical Therapy Department for the Application 
of X-ray and Radium Therapy, Air- and Water- 
Cooled Ultra-Violet, Surgical, and Medical Dia- 
thermy,” W. S. Lawrence, M.D., professor of 
radiology and physiotherapy, University of Ten- 
nessee, Memphis, Tenn. 

3:00 to 4:00 p.m. 

General Physical-Therapy Conference, W. S. 
rence, M.D. 

Section X. Kitchen and Dietetics—Main floor, north 
wing, Miss Anna E. Boller, director of dietetics, 
Central Free Dispensary, Rush Medical College, 
Chicago, Ill., director, presiding. 

2:00 to 4:00 p.m. 
“Recent Developments in the Field of Biochemistry 
am Effect on Dietetics,” Albert Mathews, 


* 
~] 





Law- 


.D. 

“The Value of Liver in the Treatment of Anemia,” 
Charlotte Wiedemer, M.D. 

“Diabetic Diets,” Cecil Fihe, M.D. 

Special Note: In addition to program numbers to be 
presented at the Dietetic Clinic, main floor, north 
wing, Miss Boller will conduct the following spe- 
cial outside programs: 

Monday a.m.—Trip through dietary department, Good 
Samaritan Hospital. (Typical floor service.) 
Tuesday a.m.—Trip through dietary department, 

Jewish Hospital. (Central service.) 

Friday a.m.—Trip through dietary department, City 
of Cincinnati General Hospital. (Food service 
in the ward, from food carts brought direct from 
main kitchen.) 

Section XI. Architecture and Engineering—Audi- 
torium, Music Hall, M. A. Higgins, M.A., direc- 
tor, presiding. 

:00 to 2:50 p.m. 
“Tendencies in Small Hospital Design and Equipment 
-The Duke Endowment Plan with Photographs 
and Slides,” H. P. Van Arsdall, Cincinnati, Ohio 
:50 to 3:00 p.m. 

Discussion—C. F. 

M. A. Higgins. 
:00 to 4:00 p.m. 

“Special Engineering Problems of Hospital Practice 
A Discussion of Current Practice in Plumbing, 
Heating, Ventilating, and Lighting,” C. F. Neer- 
gaard, B.A., hospital consultant, New York City 

Discussion—-Led by chairman. 

Thursday Morning, June 21 
8:00 to 9:00 a.m.—Visit to Exhibits. 
:00 to 12:00 noon—Clinics. 

Section I. Administration—-Music Hall 

M. R. Kneifl, B.S., director, presiding. 
10:00 to 11:00 a.m. 


bo 


bo 


Neergaard, Eldridge Hannaford 


°° 


Auditorium, 


“Statements, Statistics, and Budgets,’ M. R. Kneifl, 
B.S., Milwaukee, Wis., lecturer, Hospital Service 
Bureau, Catholic Hospital Association. 

11:00 to 12:00 noon 

“Publicity of Financial Facts,” Rev. Joseph F. Hig- 
gins, A.B., Regional Director, Rocky Mountain 
States, Catholic Hospital Association of the 
United States and Canada. 
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:00 to 10:00 a.m. 
:00 to 12:00 noon 
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Section IIIB. X-ray — Second floor, south wing 
H. A. Newman, Chicago, IIl., director, presiding. 


:00 to 10:00 a.m. 


“Organizating and Managing an X-ray Department,” 
H. A. Newman. 

Section VIII A. Physical Therapy—Main floor, north 
wing, John R. Hughes, M.D., director, presiding. 


:00 to 10:00 a.m. 


“The Relation of Physical Therapy to Industrial-In- 
surance Work,” Charles P. Hutchins, M.D., Syra- 
cuse, N. Y., president, American Academy of 
Physiotherapy. 

Section VIII B. Physical Therapy — Second floor, 
south wing, W. S. Werner, E.E., director, presid- 
ing. 


:00 to 12:00 noon 


General Physical-Therapy Conference, W. S. Law- 
rence, M.D., Memphis, Tenn. 

Section X. Kitchen and Dietetics—Main floor, north 
wing, Miss Anna E. Boller, director of dietetics, 
Central Free Dispensary, Rush Medical College, 


Chicago, Ill., director, presiding. 





:00 p.m. to 12:00 noon 


“Purchasing of Supplies,” Margaret Sawyer. 
“Purchasing of Equipment,” A. E. Merrill, head of 


Engineering department, Pick-Barth and Com- 
pany. 

“Electrical Equipment,” Grant Call, Edison Electric 
Company. 


Thursday Afternoon, June 21 


2:00 to 6:00 p.m. 


Exhibitors’ Dbay—General Receptions. 

1. Reception, Luncheon, and Inspection at the Cin- 
cinnati plants of the Albert Pick-Barth Com- 
pany, the John Van Range Company, the American 
Laundry Machinery Company, Proctor and Gam- 
ble, Sayers and Scoville Company, and the Kelley- 
Koett Company of Covington, Ky. 12 noon to 
3:00 p.m. (Transportation furnished). 
Presentation of the Drama “Conquered,” by the 
Joyce Kilmer Players of Chicago, under the aus- 
pices of the Hospital Exhibitors’ Association 
3:15 p.m. to 5:30 p.m. 

3. Receptions by the individual exhibitors. 


to 


Friday Morning, June 22 

-Visits to Exhibits. 

-Clinics. 

Section I. Administration—Music Hall Auditorium, 
Rev. A. G. Lohmann, superintendent, Deaconess 
Hospital, chairman, Cincinnati Hospital Council, 
director, presiding. 


:00 to 11:00 a.m. 

“Purchasing—Decentralized vs. Centralized,’ L. A. 
Austin, superintendent, Mt. Sinai Hospital, Mil- 
waukee, Wis. 

:00 to 12:00 noon 


Kneifl, B.S., Milwau- 
Bureau, Cath- 


“Credits and Collections,” M. R. 
kee, Wis., lecturer, Hospital Service 
olic Hospital Association. 

Section Il. “The Profit of Beauty in 

Second floor, south wing. 

Leah Lee Stimson, R.N., directing. 


the Hospital,” 


:00 to 11:00 a.m. 


“Beauty in Hospital Furnishings and Decorations.” 
Paper 
Paper- 
Paper—(Detailed Program in Process of Prepara- 
tion by Miss Stimson). 
Discussion 
Demonstration 


:00 to 12:00 noon 


Paper—‘Economies of Room and Ward Equipment,” 
Sister M. Rose, R.N., Mercy Hospital, Pittsburgh, 
Pa. 

Section VI. Obstetrics and Pediatrics — First floor, 
north wing, A. G. Mitchell, M.D., Cincinnati, pro- 
fessor of pediatrics, University of Cincinnati, di- 
rector, presiding. 


:00 to 10:00 a.m. 


“Management of Pediatric Departments and Children’s 
Hospitals,” Miss Elizabeth Pierce, superintendent, 
Children’s Hospital, Cincinnati, Ohio. 


:00 to 11:00 a.m. 


“Modern Methods of Nursery Service,” Sister from 
Good Samaritan Hospital, Cincinnati, Ohio. 
Section VIII A. Physical Therapy—Main floor, north 

wing, John R. Hughes, M. D., director, presiding. 
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publication entitled “Our Good Samaritan.” 
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:00 to 12:00 noon 
“Studies in Thermo Penetration by High-Frequency 
Currents,” Edward M. Kime, M.D., professor of 
Physiotherapy, University of Indiana. 
Friday Afternoon, June 22 
Section III A. Radiological Department—First floor, 
north wing, Hugh J. Means, M.D. 


2:00 to 4:00 p.m. 


“Adequate Equipment—Efficiencies of Procedure 
Economic Management,” Hugh J. Means, M.D. 
Section IV A. General Surgeries—-On the stage, 
Music Hall Auditorium, Miss Thatcher, Christ 
Hospital, Cincinnati, Ohio, director, presiding. 


2:00 to 3:00 p.m. 


“Sterilization; Mechanics of Equipment; Procedures 
and Safeguards of Efficiency,” H. T. Wyatt and 
Marshall Hanks, Madison, Wisconsin. 

:00 to 4:00 p.m. 

“Sterilization; Mechanics of Equipment; Procedures 
and Safeguards of Efficiency,” W. B. Underwood 
and J. B. Hall. 

Section VII. Clinical and Pathological Laboratories 
Second floor, south wing, Edward L. Miloslavich, 
M.D., Milwaukee, Wis., director, presiding. Path- 
ologist, Marquette University School of Medicine. 


2:00 to 3:00 p.m. 


“Importance of Post-Mortem Examinations for the 
Hospital”—“Why post-mortem examinations are 
performed. Their practical and scientific value 
for the hospital, patient and attending physician. 
How to increase the number of autopsies. Loca- 
tion of autopsy room. General remarks regard- 
ing autopsy technic. Difficulties caused by un- 
dertakers. Post-mortem examinations in sus- 
pected criminal cases (abortion, poisoning, etc.). 
Permission for the autopsy, legal protection.” 
Edward L. Miloslavich, M.D. 

:00 to 4:00 p.m. 

“The Relation of the Pathologist and the Technician 
to the Hospital Staff,” Stanley E. Dorst, M.D., 
Cincinnati, Ohio, Cincinnati General Hospital, 


assistant professor of medicine, University of 
Cincinnati. 

Section XI. Architecture and Engineering — Music 
Hall Auditorium, M. A. Higgins, M.A., director, 


presiding. 
:00 to 2:45 p.m. 

“Planning Your Hospital from Within,” M. A. Hig- 
gins, M.A., Milwaukee, Wis., lecturer, Hospital 
Service Bureau staff, Catholic Hospital Associa 
tion. 

:45 to 3:45 p.m. 

“The Economic Development of the Surgical Depart 
ment,” J. F. Gregoire, lecturer, Hospital Service 
Bureau staff, Catholic Hospital Association of the 
United States and Canada. 


3:45 to 4:00 p.m. 


H. Stedman, president, Sted 
man Products Company, South Braintree, Mass 
5:00 p.m. Business Meeting—Catholic Hospital! 
Association of the United States and Canada 
Music Hall Auditorium, Main floor. 
Friday Evening, June 22 
Section X. Kitchen and Dietetics—Main floor, north 
wing, Miss Anna E. Boller, director of dietetics, 
Central Free Dispensary, Rush Medical College, 
Chicago, Ill., director, presiding. 
:00 to 10:00 p.m. 
“Welcome,”’-—Rev. C. M. Moulinier, S.J., 
dent, Catholic Hospital Association. 
“The Dietary Department’s Responsibility to the Hos 
pital,” Malcolm T. MacEachern, M.D., director, 
hospital division, The American College of Su 
geons. 
“Dietary Regulations in Obesity,” Lee Foshay, M.D 
“Getting Children to Eat,” Grace Mitchell, M.D. 


“Hospital Floorings,” d. 


"00 to 


LL.D., 


presi 


Reading for the Sick 
The Apostolate of Suffering, a pious union of the 
k, with national offices at 513 34th Street, Milwaukee, 
is making a bundle rate to hospitals on its official 
The publica 


tion is issued four times a year, and is intended to bring 


consolation to the suffering, particularly 
afflicted with some protracted illness. 
the regular price of 


those who are 
The paper sells at 


25 a year, but copies will be 


cents 


sent to hospitals at the rate of $1.00 a year for 12 copies 
of each issue; $2.00 a year for 25 copies of each issue, and 


$4 


.00 a year for 50 copies of each issue 
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SOME DISADVANTAGES 

We are likely to emphasize very much our advan- 
tages in the point of diagnosis over the facilities of the 
practitioner in days gone by. Now we have tests, re- 
actions, instruments which acquaint us precisely with 
the condition of the patient. In those old days the 
doctor used to have to depend a good deal on his five 
senses in determining what was the matter. Yet there 
are disadvantages even in our modern system of highly 
specialized diagnosis. Here is a case in point. 


So time ago, as the newspapers told, the voung 
daughter of a very wealthy New York family fell ill. 
She would 


She had 


She was listless, sluggish, apathetic. not 
eat, but merely wished to lie about and rest. 
never been ill before a day in her life and her mother 
naturally concluded that there was something the matter 
with her nerves. The strenuous life, which affects even 
children nowadays, had probably got the better of her. 
So an eminent nerve specialist was brought in and he 
They 


examined, tested, consulted, and finally they told the 


called several of his colleagues in consultation. 


anxious mother that her little daughter had a nervous 
disease with a very long name, which was quite unusual 
and peculiar, but that the only remedy that they could 
suggest was that she take the little one out into the 
country, and live with her there, away from all the dis- 
tractions and perturbations of the city, until she became 
well and strong again. 

“Of course, you will have to go too,” said the great 
specialist, “and it will do you good also, to take a rest 
in the country.” Then the doctors departed, leaving 
the fond mother in tears. The social season was just 
heginning and here she was exiled to the country, with 
her daughter. It was intolerable. But soon after the 
doctors had gone, the little girl’s grandmother arrived. 
The old lady was experienced in the ways of children, 
for she had raised a large family herself. 

“What is the matter, and why in the world are you 


” 


crying?” said she to the anxious mother. 

“Matter enough,” said the young mother between 
sobs. “Little Mary has some old nerve disease with a 
long and unpronounceable name, and the doctors have 
just been here and have told me that I have to take her 
to the country and live there with her, away from city 
excitement and noise. The social season is just begin- 
ning, and that means that I shall have to leave every- 
thing and go out into some tiresome country place. 
D-d-do you wonder that I am crying?” 

“Nervous disease, indeed,” said the little old lady. 
“Let me see that child.” She went to where wee Mary 
was lying, listlessly on her bed and looked the little one 
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the flush of fever. She saw some 


faintly appearing on the forehead 


over. She noted 
tell-tale red spots, 
Then she came in again to the young 
“Nervous disease, nonsense.” she said. “*What 


The only trouble with 


and the wrists. 
mother: 
is the matter with those doctors ? 
Mary is, that she is getting the measles.” 

And so indeed it proved! The eminent specialists 
who had long been aloof from regular practice had 
never thought of looking for the symptoms of such a 
But little 


Mary had a very ordinary attack of this ordinary dis- 


common and plebeian disease as measles. 


ease, came through it quite well, relieved her anxious 
mother of suspense, and neither mother nor child ever 
Thus, it does not do to look 
With 


could sometimes diagnose common 


had to go to the country. 
down too contemptuously on the old practitioner. 
senses, he 


his five 


diseases with homely accuracy.—L, fF. G. 


HOW IT IS DONE 
We wish to call to the attention of our readers the 


articles under the caption, “How It Is Done,” appearing 
The 


opinions regarding the serving of 


information and 
hot 
Was supplied by the Sisters of the respec- 


on another page of this issue. 
meals, group 
nursing, ete., 
tive hospitals in reply to our request for such informa- 
tion and opinion. Don’t you often wish to know “how it 
is done” elsewhere, and what success others have had 
with various methods ? 

The problem of serving meals hot is a real one. 
Meals that are not hot probably cause more complaints 
from patients than any other source of annoyance. 
Here is one hospital that apparently is serving meals 
hot. 
you do it—E. W. R. 


If vour hospital is succeeding as well, tell us how 


CHECKING UP ON LABORATORY FINDINGS 
medical 


Not long since, at a 





conference, a very 


extraordinary laboratory finding was produced. <A 
skilled pathologist, who happened to be present, asked 
for the report and studied it attentively. “If the con- 
dition represented by this report really existed,” said he, 
“it was unique in the history of medicine and a com- 
plete account ought to be prepared of it and sent to the 
But by all known 


“such a condition is quite impossible, and hence 


medical journals. laws,” he con- 
tinued, 
instead of suggesting that the matter be written up for 
the advancement of medical science, I would rather 
think it more reasonable to suggest that some technician 
has made a lamentable mistake.” 

“But are not all the findings of the technicians 
checked up by the pathologist ?’ asked another member 
of the conference. 

The eyes of all present were bent upon the doctor 
who was describing the case, and who had produced the 
laboratory report. He looked a bit confused. “To tell 
the truth,” he said, “I do not think that such is the 
custom in the hospital in question.” 

An 
in- 


To 


Everlasting vigilance is the price of success. 
inexperienced or careless laboratory technician may 
deed send out such a report as the one in question. 
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err in human. But it is a duty of the hospital author- 
ities to see to it that such reports are inspected and 
checked up to a suflicient degree to discover such errors, 
and to have them corrected. 

Unfortunately, the physician in charge of the case 
is not always competent to do this. In the meeting in 
question, out of all the doctors assembled, only one 
noticed the evident incongruity of the report. Natural- 
ly then it is the pathologist who ought to pass on all 
such reports, and their adequacy should not be left mere- 
ly to the judgment of the technician and the attending 
physician. The interests of the patient and of the 
hospital alike require this reasonable diligence.—E, F. G. 

THE WILL TO WRITE 

Not long ago we published a little volume entitled 
“The Training of Writers.” Its purpose was to sug- 
gest to those who are educating our young folk some 
means of encouraging authorship. We surely need a 
great number of capable writers, in almost every depart- 
ment of Catholic literature. In hospital work, more 
perhaps than in other phases of our activities, the need 
of more writers becomes every day more insistent. It 
is not that we lack talent, nor surely material on which 
to write. Our young folk are as capable as others, and 
some of them show distinctive capacity for authorship. 
Why, then, are there not more who are willing to take 
up the labor of writing for so worthy a cause as ours? 

In the little volume above referred to we emphasize 
one requisite for authorship that is too little attended 
to: to-wit, the will to write. If a man or a woman has 
this “will to write.” it will urge him on through ob- 
stacles and discouragements, until, if there be any talent 
for composition, it will flower and bear fruit. But 
without the will to write, the dogged determination to 
go on through thick and thin, cost what it may, and to 
produce something worthy of being read by others, no 
amount of talent will avail. 

The will to write seems to be inborn in some char- 
acters, but they are the vast exception. A great many 
other folk have not by nature this urge to composition, 
but they can be encouraged and stimulated to will to 
write by the kindly efforts of others. Every hospital 
worker ought to be on the alert to discover and develop 
talent for writing. Sometimes a kindly word, spoken 
in good season, a bit of friendly urging to write, a little 
appreciation shown for efforts already made, will result 
in the development of a writer. Any one who helps to 
encourage even one capable and earnest writer on hos- 
pital subjects, is rendering a public service difficult to 
E. F. G. 

THE USE OF THE RECORDS 
An unprecedently high standard of recordkeeping 
Though we 





estimate. 





may be observed in present-day hospitals. 
are still far from perfection, yet there never were so 
many good records made as now. The insistence on this 
feature resulted in strenuous efforts, and fruitful ones, 
so far as the actual taking and keeping of the records 
is concerned. But what scientific uses are made of 
these carefully taken records after they are once secured ? 


195 
But what of the scientific conclusions that could 
be reached from a careful study of a number of these 
records, compared? What of the interesting scientific 
that 
carefully collated, compared, and used as the founda- 
It is the duty of the 


papers might be written if these records were 
tions of scientific conclusions ? 
staff of a good hospital to see to it that the records are 
utilized for scientific purposes. No other time in hos- 
pital history has ever been so favorable for the pub- 
lication of such papers as the present. There exists a 
multiplicity of magazines and reviews, scientific pub- 
lications, which will welcome carefully prepared papers 
based on the well-kept records of up-to-date hospitals. 

A good many hospitals are at a disadvantage from 


They 


are not able to compete with more wealthy hospitals 


the standpoint of large pecuniary endowments. 
from the standpoint of furnishings and equipment. 
But even a comparatively poor hospital may be very 
rich in the scientific spirit, and may gain distinction 
and prominence by the activity of the staff in utilizing 
the records properly. We call it to the practical] atten- 
tion of our hospital executives, that since they love and 
prize their hospital and wish its fame to go abroad, they 
should encourage the staff in every possible way to 
utilize the records, by writing scientific papers based 


upon their careful study.—Z. FP. G. 


THE HOSPITAL AND THE PUBLIC LIBRARY 

In not a few cities a special service is being de- 
veloped by the public library for the benefit of patients 
in hospitals. 

This service does not put the hospital to any 


The hospital does not assume the risk for 


But, besides the bene- 


expense. 
books which are lost or damaged. 
fit which accrues to the patients from good reading, 
there is a distinct advantage in this service to the hospi- 
tal also, because patients are cheered and interested by 
good reading, their time passes pleasantly and the hos- 
pital workers are therefore saved from the peevishness 
and restlessness of sick people, whose time hangs heavily 
on their hands. 

On the other hand, the hospitals, through a mem- 
ber of the personnel appointed for the purpose, can 
exercise supervision over the books which are brought 
Thus, the hospital and 
For the 


in, and certainly should do so. 
the library may cooperate to mutual advantage. 
great number of books circulated during the year 
through the hospital adds to the total of work achieved 
and enriches the annual report of the library. 

This public-library service will not dispense the 
hospitals from having libraries of their own, but will 
enable them to supplement their own library with the 
far greater resources of the public library. There are 
many books which the hospital will scarcely be justified 
in purchasing, but which can be used with profit by 
patients and hospital staffs. These books can readily 
be obtained from public libraries, while books of perma- 
nent value and frequent use are kept in the hospitals’ 


own reading rooms.—E. F. G. 








Architectural Competitions and 
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ARCHITECTURAL COMPETITIONS 
§ the selection of an architect for a large hospital 
project, the hospital executive is often faced with con- 
flicting claims and interests in favor of various architects 
in his own community, or even outside of the community. 
Much pressure may be brought to bear in favor of an 
architect who, while generally competent, is not experi- 
enced in hospital construction. The problem of selection 
becomes a The architectural competition, 
properly organized and conducted, offers a solution of this 
problem, and that with every possibility of satisfactory 
results to all concerned. The following paragraphs will 
attempt to outline some of the principal features of a 
correctly designed and conducted architectural competi- 
tion. This form of selection has been used in compara- 
tively few hospital projects, even large ones, but it would 


serious one. 


appear that it presents possibilities of great advantage, 
not only for the local problem, but for the general improve- 
ment of hospital architecture, and the dissemination of 
valuable information on hospitals generally among archi- 
tects throughout the country. 
Standardized Competitions 

The best present guide in the matter of architectural 
competitions is the professional practice of the American 
Institute of Architects. This Institute was organized in 
1857, and is the representative body of the profession in 
America. It has steadily labored to improve the practice 
and ethics of the profession until today architecture stands 
among the highest of the professions, both in ethies and 
the general excellence of its work. The Institute has 
formulated a recommended procedure in architectural 
competitions to which all members are bound to conform. 

The four great essentials required by the Institute 
in any competition conducted under its auspices are as 
follows: First, that there be a professional advisor who 
will organize and conduct the competition; second, that 
strict anonymity be preserved as to all competitors; third, 
that there be a jury of at least three members, one of 
whom is a practicing architect; fourth, that the program 
contain a contract for architectural services in accordance 
with good practice. 

The Professional Advisor 

The first requirement, that of a professional advisor, 
is laid down to guarantee that the competition will have 
a properly prepared program, and that its conduct will 
be strictly ethical in accordance with the the 
Institute. The professional advisor must be a practicing 
architect in good standing in his community. He assists 
the owner in preparing the invitation to the competition 
and the formal program or rules of the competition. He 
also formulates, in proper technical language, the require- 
ments of the proposed structure, and may be empowered 


code of 


to eliminate competitors who fail to meet either ethical 
requirements or the essential elements of the program 
itself. He may not be a member of the jury, nor is he 
allowed to assist any competitor in any way. 
Anonymous Drawings 

The second requirement, of anonymity, is rigidly 
maintained to prevent any suggestion or implication of 
favoritism in the award of the jury. Drawings must be 
judged strictly as anonymous. Competitors are not allowed 
to have any communication with the owner as such, all 
inquiries, ete., being directed to the professional advisor 
without Replies to such inquiries are 


and signature. 


In this way, the jury makes 
the award upon the drawing or plan itself without per- 


general to all competitors. 


sonal preference. 
An Architect on the Jury 
The third requirement, that there be at least one 
architect on the jury, is for the assistance and protection 
The practicing architect is a better judge 
He 
is able to diseover discrepancies in plan, elevation, and 
section, to point out departures from the program, and in 
general to criticize with better judgment the value of the 
drawings as a whole. 
According to Good Practice 
The fourth requirement, that the program contain a 
contract for architectural services, in accord with good 


ot the owner. 
of plans and specifications than the average layman. 


practice, has been found necessary to protect competitors 
against merely speculative competitions without a serious 
purpose to select an architect and proceed with actual 
construction. This eliminates the purely gambling com- 
petition, and attracts a better class of competitors. It 
demands, however, that the owner or his representative 
have legal authority to appoint the principal concerned. 
In any competition, whether it be of the limited form 
where a select group only is invited to compete, or the 
open form where any qualified architect may compete, this 
contract c!ause is a definite agreement to enter into formal 
contract with the successful competitor. It is best in all 
cases to offer sufficient prizes or expense moneys to all 
competitors. This will be somewhat more expensive, but 
will encourage successful architects to compete. 
Advantages of the System 

The advantages of a competition properly conducted 
under the American Institute rulings are large. In the 
first place, the professional advisor gives valuable assist- 
ance in the very first or preliminary statement of require- 
ments for the new project. The competition itself, under 
the Institute auspices, can be made attractive to the most 
successful architects of the community. It will thus per- 
mit a comparative study of solutions by the jury. The 
jury itself, being composed of one or more architects 
assisting a lay board, is better prepared for the technical 
decision involved. Finally, the definite award of a con- 
tract and all that implies will engage the serious attention 
both of the hospital trustees and of the architects of the 
community. 

Advice of Architects’ Association 

Hospital executives who are faced with the problem 
of a new hospital, particularly if it be a large one, and if 
there is severe competition among good loeal architects 
for the work, are advised to procure the cireular of in- 
formation on architectural competitions from the secre- 
tary of the American Institute of Architects, The Octa- 
gon, Washington, D. C. The Institute maintains chapters 
in all states, and these state chapters have each a com- 
mittee on competitions, the secretary of which will be very 
glad to advise with the owner on any competition that is 
contemplated. If it appears that a competition is either 
unnecessary or inadvisable, due to local conditions, the 
hospital executive will be so advised. The sole purpose 
of the Institute in laying down its code on competitions, 
as well as on all other matters affecting the professional 
practice and ethics of architecture, is the improvement of 
the profession and the betterment of its services to the 
public. 
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CONSTRUCTION CONTRACTS 

a. the April issue of Hosrrrat Procress, the writer set 
forth a recommended procedure for hospital construction. 
One of the most important points indicated in this pro- 
cedure outline was that of the hospital construction con- 
tract. The average hospital executive has had training 
neither in law nor building construction, and in most 
cases approaches the building project unprepared. Inas- 
much as the building contract directly and legally controls 
and influences the disposition of hospital funds, its nature 
and management should be at least generally understood 
by the hospital executive. The following paragraphs will 
set forth some of the important considerations in the 
average building contract. 

Without going into legal refinements, a contract may 
be roughly defined as “a voluntary agreement between two 
or more legally competent parties, for a valid considera- 
tion, to do or to abstain from doing, some lawful act.” 
The contract, therefore, may have either a positive or a 
negative subject matter, It may or may not be in writing. 
Many contracts are oral, and are, nevertheless, fully legal 
and enforceable. However, a building or construction 
contract of any kind, owing to its complexity and the 
length of time necessary for its fulfillment, is generally, 
and should always be in writing, and preferably executed 
for the owner by competent legal counsel. 

Essentials to a Contract 

There are four principal essentials to a contract: 
First, mutual assent to the terms of the agreement; sec- 
ond, legally competent parties; third, a valid considera- 
fourth, definite and lawful 
subject matter to be acted upon. If any one of these four 
essentials is lacking, there is no contract at law. The 
first item, mutual assent, demands that there be unmis- 
takable and unevadable assent or by both 
parties. This requires definite identification of the parties 
themselves and a definite subject matter. It forbids vague 
or hypothetical terms. The second essential, competent 
parties, requires legal authority in the persons acting. 
This demands a careful investigation of respective powers 
and authorities in the signators. The third essential, valid 
consideration, actual or presumed, is often a difficult legal 
problem. In a building contract, the consideration may 
roughly be described as, on one side, the performance of 
the contract in the erection of a building or work, and 
on the other side, the payment of a definite sum, At all 
points, the idea of definite terms, compensations, ete., is 
uppermost. This indicates the absolute necessity for com- 
plete and accurate plans and specifications, attached to a 
complete and accurate contract document. The fourth 
essential, lawful subject matter, demands that the contract 
be within the clear powers of the corporation or person 
making it. This paragraph indicates only roughly the 
principal essentials of a contract, and points to the need 
for competent legal counsel in its execution. 

Selecting the Contractor 

The building contract implies a building contractor, 

This necessitates, prior to 


tion, actual or presumed; 


agreement 


usually a general contractor. 
the actual execution of the documents, the selection of 
the general contractor. This selection is second only to 
the choice of the architect in importance and influence 
upon the success of the project. Here, as with the archi- 
tect, the hospital executive is beset with personal friend- 
ships and local influences. Often there is an alleged 
“friend of the hospital” willing to serve as the general 
contractor. The selection of the general contractor, how- 
ever, should be rigidly impartial and based upon three 
proved requirements: financial responsibility, construction 
organization, and record of previous work. Financial 
responsibility should be checked through local banks and 
business houses, particularly material and supply men. 
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Further indices are obtainable from Dunn and Bradstreet. 
The building business is full of hazards and changing 
conditions, so that this investigation should be up to the 
Mere appearance of business integrity may be 
Construction organiza- 
The building 


minute, 
highly deceptive and dangerous. 
tion implies both personnel and equipment. 
field has many contractors who do business “on a shoe- 
string.” Such organizations are unsafe. 

The general contractor of sufficient responsibility to 
undertake an important work, such as a hospital, should 
have an established and continuing organization, both of 
He should have at least 
a good general superintendent, a good engineer, and a 


personnel and construction plant. 


group of responsible subcontractors who work regularly 
with him. In addition, he should have ample construc- 
tion “plant” to erect this particular job promptly and 
efficiently. Each class of construction—steel, masonry, 
and reinforced concrete, calls for a special plant. This 
should be available for the job before the contractor is 
selected. The record of previously executed work should 
be established as good, and not by personal report only, 
but by actual interviews with the owners in question. 
Such investigation often reveals difficulties and evasions 
that are extremely valuable to know. 

It is not necessary that the general contractor have 
already erected a hospital, if he has suecessfully erected 
projects of equal size and importance. The hospital, while 
a special problem in planning, is not necessarily a special 
problem in building construction. As a matter of con- 
struction, it is no more complex or difficult than the 
average high-class apartment, hotel, or office building. 
This, however, rules out the merely small, local job con- 
tractor of minor experience and resources. 

Inviting to Bid 

Assuming that these essentials of financial 
sibility, proper organization, and previous record have 
been rigidly investigated and found fully satisfactory, 
No 
contractor should ever be invited to bid unless these re- 
quirements are fully met. A mere invitation, without full 
confidence and willingness to award, is both unfair and 
wrong, and also places the hospital in a very serious 


respon- 


the contractor in question may be invited to bid. 


position in case the doubtful bidder happens to be sue- 


cessful. 
Forms of Contract 
We turn now to the building contract itself. We 
find this can take many forms. The usual and most 


familiar form is the lump-sum contract, where the general 
contractor obligates himself to complete the work within 
a definite time for a definite sum of money. This con- 
tract is favored by the courts because of its comparative 
simplicity and clearness. In the vast majority of cases 
to date, this form of contract has proved to be the most 
economical and the safest for the owner. This, however, 
is not due to the form of the contract itself, but rather 
to difficulties on the part of the owner, contractor, or 
architect. From its very nature, it places the owner and 
contractor at odds, each attempting to secure the most 
from the other; the architect is the legal arbitrator be- 
tween these legal competitors. Furthermore, the con- 
tractor must include in his bid a certain percentage for 
contingencies and risks, as he is absolutely limited in his 
compensation. The amount of this contingency or risk 
percentage will vary with the building season, with the 
contractor himself, and with his knowledge of the archi- 
tect and owner. 

The second form, known as “cost plus” contract, pre- 
sents the advantage of greater flexibility, of permitting 
changes in the plan as the work proceeds, and the extension 
of both plan and contract during the operation. In its 
simple form, however, it is a very dangerous contract for 
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the owner, inasmuch as the percentage or profit of the con- 
tractor depends upon the cost of the work, which may be 
increased -by delay, or unnecessary changes. 

Out of this second form has grown a third form, the 
“cost plus and fixed fee” system. In this form, all cost of 
labor and materials is strictly audited by the owner and 
architect, and the contractor assumes to erect the job for 
a fixed fee based on an original estimate of cost. This 
eliminates the incentive to increase the cost, but it does 
not necessarily lead to greater efficiency or promptness. 

A further development of the “cost plus” system is 
the form having, in addition to a fixed fee, a penalty and 
bonus clause in which the contractor is penalized a certain 
percentage of his fixed fee for either delay beyond specified 
completion date, or final cost in excess of estimated cost, 
and as a compensatory provision, is allowed an equal 
bonus for completion in advance of contract date or at 
a less cost than contract estimate. This would seem to 
be the best form yet devised for a large project, provided 
contractor were thor- 
eliminates 


the owner, the architect, and the 
oughly acquainted and in full harmony. It 
any incentive to increasing the project cost, and adds 
extra compensation for speed and economy. It puts an 
extra burden upon both the owner and the architect 
through auditing and inspection, but under proper con- 
ditions has resulted in great economies of time and money. 

Another form is occasionally used where the work is 
largely of alteration character, or the demands of speed 
and time will not permit awaiting complete plans, speciti- 
cations, and contract documents. Under this “force ac- 
count” system, the job is practically done by the owner 
himself, assisted by the architect and superintended by 
the general contractor, who furnishes his plant and or- 
ganization for a fee on either a fixed or sliding scale. 
This system was largely used by the United States Army 
for its cantonment construction, and is very flexible, but 
requires close attention from the owner and the architect. 

The decision as to which form of contract to use 
should be made only after thorough study of local building 
market conditions, the contractor in question, and his 
subcontractors. The architect and legal counsel are prob- 
ably best prepared to give a final decision in this impor- 
tant matter. 

The “Standard Documents” 

The exact legal form that the contract will take in 
any case will depend upon local conditions. As a general 
rule and guide, the forms furnished by the American 
Institute of Architects are probably the best available 
today. The Institute, which is the recognized professional 
association of the architects of this country, has prepared 
a group of “standard documents” after exhaustive legal 
study and practical test in the profession and in the build- 
ing field. These “standard documents” have received the 
approval of the National Association of Builders’ Ex- 
changes, the National Association of Master Plumbers, 
the National Association of Sheet Metal Contractors of 
the United States, the National Electrical Contractors’ 
Association of the United States, the National Association 
of Marble Dealers, the Building Granite Quarries Asso- 
ciation, the Building Trades Employers’ Association of 
the City of New York, and the Heating and Piping Con- 
tractors’ National Association. It is reeommended that 
the hospital executive contemplating a new building pro- 
cure these forms from the secretary of the American 
Institute of Architects, The Octagon, Washington, D. C., 
and examine them carefully in consultation with his legal 
counsel and architect. 

The architect is free to modify these documents and 
contract forms for the local case, but should not ordinarily 
do so without competent legal advice. These documents 
are very thorough, and designed for the full protection 
of the owner, while being entirely just to the architect: and 
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contractor. They include “standard invitations to bid,” 

“standard proposal forms,” “standard contract forms” 

(both as between the owner and architect and between the 

owner and contractor), as well as “standard bonds.” 
Danger Poiats in Contracts 

Summarizing the above paragraphs, we may indicate 
certain danger points in the average building contract as 
follows: (a) Authority of parties to enter contract; (/) 
time-limit penalties and bonuses; (¢c) exact statement of 
respective rights and duties based on exact and complete 
plans and specifications, and supplemented by the “gen- 
eral conditions” of the “standard documents” of the In 
stitute; (d) liens and assignments of the contract; (¢) 
bonds and guarantees; (f) inspection and payment. 

Among these danger points, perhaps none is more 
insidious or serious than the lien. This is a right of prior 
claim, given to mechanics, materials men, contractors, 
engineers, ete., for materials or services entering into the 
construction of a building. It is a claim that may be laid 
without notice to the owner, and may be pressed after 
final payments and discharge of the general contractor. 
The owner should insist upon lien releases accompanying 
every certificate by the architect. These releases, when 
properly executed, are the legal bar to further lien for 
the involved in the payment in 
question, 

In conclusion, the relation between the owner and 
the contractor should be strictly a business and legal one, 
a matter of written record at all times, and a legal reeord 
at important points. All relations between the owner and 
the contractor should be exclusively through the architect, 
as his professional advisor, and the architect, moreover, 
should be checked and guided at all points by the legal 
counsel of the owner. The ethical and professional stand 
ards of the architectural profession in this country, as 
abroad, are generally very high. The standards of the 
building trades, including the general and subcontractors, 
are good, and are steadily improving, with a gradual 
elimination of the unscrupulous and dishonest contractor. 

The hospital executive is in most eases handling 
funds of a public, quasi trust or philanthropic nature, and 
has a very serious responsibility for their efficient and 
honest use. He should familiarize himself with the legal 
and business problems of the building contract, and should 
protect himself by constant and qualified legal advice.' 

References 

“Business Law for Engineers,” by C. Frank Allen, 
Member, American Society of Civil Engineers, Chapters 
13 to 29, incl. 

“The Architect’s Law Manual,” Clinton Blake, A.M.. 
LL.B. 

“The Cost-Plus System of Letting Contracts,” War- 
ren S. Holmes, in The American School Board Journal 
for January, 1928. 

“The Architect and Building Finance,” C. Stanley 
Taylor, in The Architectural Forum for February, 1928. 

“Architects, Costs, and Contractors,” Morton C. Tut- 
tle, in The Architectural Forum for February, 1928. 

“Code of Professional Practice,’ American Institute 
of Architects, The Octagon, Washington, D. C. 

“Code of Ethics,” Associated General Contractors of 
America, New York City. 

'N. B.—Problems of hospital construction and procedure will 
be given careful consideration in the section on Architecture and 
Engineering at the forthcoming convention of the Catholie Hos 
pital Association, Cincinnati Music Hall, June 18th to 22nd. Among 
the problems to be discussed will be the design and equipment 
of hospital wards for general and special diseases; latest advances 
in sanitarium construction: model and flexible plans fer small 
hospitals, under the Duke Foundation; and special problems in 
hospital engineering. These subjects will be treated by out- 
standing hospital architects, and the discussion of each subject 
will permit an exchange of views of great value in each case. 
The subject of hospital construction is becoming more and more 
important with the rapid increase of construction budgets, and 
the responsibility of the hospital executive in this field is a serious 
and growing one. Conferences such as these at the Catholic 


Hospital Association’s Convention are helpful to a proper under 
standing of and approach to these problems.—M. A. Higgins. 
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Why the Small Hospital Needs a Social- 
Service Department’ 


Ruth Emerson, M.S. 


| IIE prime consideration of the hospital is the care 


if the patient. On him are focused all its resources of 
personnel and equipment to restore him as far as is pos- 
sible to health and to help him maintain health. The 
superintendent and medical staff are vitally concerned, 
therefore, with whatever may affect his treatment, so that 
we may approach this afternoon’s discussion of “Why the 
Small Hospital Needs a Social-Service Department” by 
an analysis of the patient’s needs from a social point of 
view and by seeing in what Ways the medical social worker 
can make it possible for the hospital to meet them, On 
the basis of such an analysis it should be clear whether 
or not the small hospital needs a social-service department. 

The small hospital for the most part is meeting the 
great need of persons living in small communities; often 
it serves a territory of several miles and offers the one 
A fair 
proportion of its patients come from a distance, expect 
to remain a few days at the little or no 
knowledge of the duration ‘of illness or its consequent 
period ot convalescence, indeed, may never before have 
its 


haven for the sick in widely seattered districts. 


most, have 


been to a hospital, and have no understanding of 
routine. 
Family Adjustments 

Even at the outset, before the patient is actually 
admitted. he often requires assistance to make it possible 
for him to remain. The mother with acute abdominal 
symptoms who refused to enter the hospital until the 
social worker had telephoned the public health nurse in 
an adjacent town thirty miles away, arranged with her 
to visit a neighbor and plan for the children to have 
their dinners with her daily and to remain until their 
father could eall for them in the evening, is not an 
isolated example of the family adjustments that illness 
frequently necessitates, and which must be made before 
the patient can begin his treatment. 

Once the patient is in the hospital he is largely 
concerned with his present plight in terms of when he 
will get back to his accustomed duties—his interest in 
himself is primarily in relation to his own social environ- 
ment, and only secondarily is he interested in himself as a 
Many a patient revolves in his mind such 
disquieting thoughts as these: “] afford to be 
off my job a week,”—*! the 
children cannot manage with Jim who is only twelve,” 
will wait 


sick person, 
cannot 
must go home tomorrow ; 
“T do not believe the operation is necessary. | 
until I am They the operate 
just to learn what’s going on inside of you.” He mutely 
asks the hospital to consider these questions which are 


sick again. say doctors 


upsetting to him but which he refrains from mentioning 
hecause to him they have no bearing upon his illness and 
are outside the field of the doctor or nurse. 


Worry Retards Recovery 

Now, although he may see little relation between his 
worries about his job or his home and his illness, we 
know that they have direct bearing on it and that an 
appreciation of them is essential to his physician. In 
fact, the importance of such intimate understanding is 
stressed by physicians, both in their practice and teaching, 
as evidenced in a lecture by Dr. Francis G. Peabody! 


*Read before the American Hospital Association at Minne 
apolis, Minn., Oet. 10-14, 1927. Released and publication author- 
meal by the Association. 
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the 


“Care of 


of the Harvard Medical School, the 
Patient” in which he said to the medical students: 


if the practice of medicine is 


on 


The essence 
that it is an intensely personal matter, and one of the 
chief differences between private practice and hospital 
practice is that the latter always tends to become im- 
At first this not 
very vital point, but it is, as a matter of fact, the crux 
The treatment of a disease may 
ot the patient must be 
the 


personal. sight may appear to be a 
of the whole situation. 
be entirely impersonal ; the care 
completely personal. The 
yersonal relationship between physician and patient cai 


significance of intimate 


not be too strongly emphasized, for in an extraordinarily 
large number of cases both diagnosis and treatment are 
the cir- 


physician sees the patient 


directly dependent upon t. Moreover, 


cumstances under which the 
are not wholly favorable to the establishment of the in- 
timate personal relationship that exists in private practice, 
for one of the outstanding features of hospitalization 
is that it completely removes the patient from his ac 


customed environment. This may, of course, be entirely 


desirable, and one of the main reasons for sending a 
person into the hospital is to get him away from his home 
surroundings which, be he rich or poor, are often un- 


favorable to recovery; but at the same time it is equally 
important for the physician to know the exact character 
of those surroundings. There moments, of 
course, in cases of serious illness, when you will think 


are 


solely of the disease and its treatment; but when the 
corner is turned and the immediate crisis is passed, you 
must give your attention to the patient. Disease in 
an experi- 
affects 
life. 


eare of a 


man is never exactly the same as disease in 
mental animal, for in 
and is affected by what we eall the emotional 
Thus, the physician attempts to take 
patient while he neglects this factor is as unscientific 


man the disease at once 


who 


as the investigator who neglects to control all the con- 
ditions that mav affect his experiment.” 
Hospital a Foreign Country 

In the hospital the patient often feels that he is in a 
foreign country where he does not understand the language 
spoken around him, and where he thinks he cannot be 
Often, he 
articulate or can appreciate the significance of much that 
This is 


especially true of the kind of information on which the 


understood. too, neither nor his family is 


to his doctor is both relevant and important. 


psychiatrist depends to reach his diagnosis and formu- 
late his plan of treatment. The patient must for the 
most part therefore depend on some one to give this 
picture of himself as a social being to his physician for 
him because even in the small hospital where frequently 
he and his family are known this friendliness and “gen 
eral acquaintance” does not bespeak any aceurate know 
ledge of facts. 

Two modern medical 


tendencies in practice are 


placing the patient in somewhat of a dilemma. On wy 


one hand is the physician who, we have said, wishes ti 
know him in the setting of the work-a-day world, and o» 
the other hand is the hospital 
him of his individuality 


Te } 


in the hospital’s organization whose first res) 


organization which robs 


ind personality, and makes of 


him merely a “case.” Ss dependent on one with 


some 


onsibility 
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is to him, and who, mindful that the man and the patient 
are identical, their interests will counteract the 
tendency of the hospital machinery to sever them. The 
medical-social worker will not only master the machinery 
but will in addition help to integrate the forces within 
the institution and have them centered on the: patient 
who, of himself, is helpless to cope with them. 


Encouraging the Convalescent _ ; 
If the need of the patient for the medical social 


worker is apparent at the time when he first enters the 
hospital, when the diagnosis is being established and a 
plan of treatment outlined, it becomes increasingly evi- 
dent as treatment progresses. Let us next consider the 
problem which confronts him in his undertaking to carry 
out the doctor’s recommendations—is he self-sufficient 
in this field? The physician of yesterday who prescribed 
pills and powders asked little of his patient, but the doctor 
who, today, prescribes a change in diet and rearrange- 
ment of one’s daily régime, calls for both intelligent under- 
standing and perseverance, and often for the surmounting 
of obstacles by his patient. The emphasis which is now 
placed on the part which the patient is to take in his 
own treatment is one of the striking changes in medical 
practice during the past decade. Janet Thornton? of the 
Presbyterian Hospital in New York has called attention 
to this in a paper which she read at the National Con- 
ference of Social Work in 1923, and from which the 
following is taken: 

“Think just a moment of a few of the attributes which 
present-day medicine requires of the patient. I fancy even 
fifty years ago, before anesthetics and trained nursing 
were developed, that the attributes a patient needed most 
were courage and endurance. Today intelligence and per- 
severance can, I believe, be put at the head of the list. 
The prescription of a modern practitioner for the care 
and management of conditions like rickets, gonorrhea, or 
diseased joints, requires a fairly high level of intelligence, 
not only on the part of the patient, but also of his family. 
A very high degree of perseverance is also required in 
many kinds of maladies where long, tedious treatments 
are called for—the correction of posture, the correction 
of any habit, whether of our muscles, glands, or nerves. 
Syphilis is typical of certain conditions which require 
both perseverance and intelligence on the part of the 
patient, treatment is unpleasant, and often shows little 
result, is long drawn out and frequent, and all the while 
the patient may feel no pain or disablement. These prob- 
lems cited are old in medicine, but the part which the 
patient is asked to play in present-day treatment of these 
old problems is becoming far greater and more rigorous. 
Wherever medicine is practiced more and more partici- 
pation is being demanded of the patient. At the same 
time, also, this patient is being individualized and studied 
Two facts are recognized 


one, 


as he never has been before. 
simultaneously: that each applicant presents a unique 
problem, and, to a far greater extent than had been 
thought, there resides within the applicant the means for 
solution of his problem.” 

Most of us will attempt to change our habits and 
persevere in the change or will try to arrange our affairs 
differently, only if some one makes clear to us the reason 
behind the proposed change and the possible benefit that 
may accrue. So that if we agree in this with Miss Thorn- 
ton it becomes apparent that we require some one to in- 
terpret to us our role and to coach us as we learn to 
play it. 

Must Educate Family 

Sometimes it is not only to the patient but also to 
his family that the interpretation of the hospital and 
the doctor’s plan must be made. This was evident in 
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the case of a young man who because of severe diabetes 
was a bed patient for several weeks, during which time 
his wife gladly went to work to help support their four 
children. When he was discharged he was advised not 
to work, to continue his diet and insulin, which cost a 
considerable sum, and report to a clinic. He followed 
instructions faithfully for several weeks, but one morning 
returned to the clinic looking wan and with sugar in his 
urine—the good work of weeks undone. He told the 
doctor that his wife believed that he was quite able to 
work and only shamming illness, that she said it was his 
job, not hers, to support the family, and that she would 
not live with any man who weuld have cream for himself, 
let his wife cook special food for him, and support him 
and the children. For several days, therefore, she had 
been making arrangements to place the children with rela- 
tives, and leave him to shift for himself. We can appre- 
ciate her point of view; she had no understanding of her 
husband’s condition or to what they might look forward 
to if he kept to his diet and continued to gain in strength. 
A simple statement would not, of course, have sufficed. 
Tt was only after a considerable period that she did make 
her adjustment and their family life went on more tran- 
quilly. The doctor, dietitian, worker each 
assisted in the interpretation and through their under- 
standing of both the patient and his wife helped them to 
see life as a whole. 
Failure to Understand 

The patient who is discharged against the advice of 
the physician is often an indication of failure on the 
part of the institution to understand him and to meet 
his social needs. Frequently he can be persuaded to 
remain if one can discover the real, not merely the ap- 
parent reasons why he wishes to leave, and can meet his 
objections with a practical plan. All institutions attempt 
to do this, and when they fzil it may be due to the way 
in which they sought to help the patient to reveal his 
reasons and what lay back of them. Interviewing is an 
art and never more of an art than in relation to a sick, 
troubled, hospital patient. The medical social worker may 
be expected to have skill in this art. 

There are three questions which the patient always 
wishes answered but which he is seldom able to express 
for himself: “What is the expected outcome of this con- 
dition with treatment; what outcome must one be pre- 
pared to face without treatment; what are the absolute 
essentials in this treatment?’ The answers to these ques- 
tions form the basis on which the doctor, patient, and 
social worker meet. In this common understanding of 
the medical plan obstacles which seem to the patient im- 
possible to overcome, show up in clear perspective. Often 
a course can be charted which will steer around them, 
but usually this depends on the patient having some one 
who will point out these obstacles to the physician in 
such a way as to prompt a modification of the original 
plan or to lead to the outlining of a new course. 


and social 


Assistance After Hospitalization 

When the patient must surmount obstacles which lie 
outside of his own character. he often needs assistance 
in reaching out and bending the resources of the com- 
munity to meet his needs. A yvoung man was discharged 
from a hospital. He was told to return weekly for special 
X-ray treatment and that after a few months he might 
go back to work for a time. He lived with his wife 
and two children in a small. isolated town fifty miles 
away, had no savings, no means of transportation, and 
naturally saw no way to continue his treatment. Obvi- 
ously he needed the medical-social worker who helped 
him make and earry out a plan so that he might get his 
treatment. 














A child who had both legs amputated by a mowing 
machine received the finest surgical and nursing care in 
the community hospital. She went home to a devoted 
family and neighbors eager to do anything and every- 
thing, but what should be done? 

Physician Needs Help 

Every now and again some one says that the physician 
in the small town is more like the old-type family physi- 
cian, that he can pretty much do the whole job or some 
one says that the superintendent and the doctor in the 
hospital often know the patient and his family and have 
the time for a personal relationship with them. Often 
one talks also of the friendly neighbors in the town or 
village and the willing helpfulness of the village towns- 
people. I rejoice whenever this is so but I contend that 
often the service which a patient or his family need re- 
quires more than a general acquaintanceship, friendly 
feeling, and well-intentioned interest. 

Many times the general practitioner meets the needs 
of his patients; sometimes nevertheless he requires the 
specialist; in some situations a practical nursing attend- 
ant suffices; in others the skilled graduate nurse is needed. 
And so it is in the social field—the superintendent and 
physician often meet the family’s need as in the case 
when they advised parents whom they knew were not 
well to do, knew also that all the child needed was regular 
meals, rest, and quiet. But she could not have these at 
home because of the large family of children. The super- 
intendent directed them to the home of one of their older 
graduates who lived on a small farm a little way out of 
town where they made satisfactory arrengements. But 
the country youngster to whom I have just referred 
needed more than the sympathetic understanding of the 
She needed expert 
counsel and guidance over a number of years. What of 
artificial She growing child—what of 
education ? 


superintendent or doctor, or neighbors. 


legs ? was a 
Health for Patient’s Family 

Many times adequate treatment of the patient in- 
volves the hospital in the health problems of his family. 
This is obvious in the field of communicable disease, but 
also of considerable importance to the patient in many 
other instances. A mother of three children was ill with 
pneumonia in the private ward of a small hospital for 
several weeks. Often her two boys, aged eight and ten, 
came to see her and were with her when her physician vis- 
ited. Never once did he inquire about the health of the 
boys, although one was a very obvious mouth breather, pale 
and undernourished; the other had a marked scoliosis 
and strabismus. Had the doctor been interested in the 
general health problems of his patient, the children might 
have been under eare months earlier and probably one of 
them would not have been out of school the next winter 
to have his adenoids and tonsils removed. So much might 
have been accomplished during the summer! While the 
patient is himself ill he is more conscious of health values 
than he may be ever again, more eager for the health 
of his family, and ready to talk and plan about it. Tt 
is always interesting to note how frequently the medical 
social worker who seeks to meet the medical social needs 
of the patient becomes involved in health problems of 
other members of his family. She has the opportunity to 
carry the hospital’s ideals of health education of each 
patient and of the community, beyond the bounds of the 
institution or the care of a single patient. Occasionally 
some one says that a small hospital with rural patients 
has little concern with the problems of diet and right 
living—“country air and farm food.” A _ study of the 
hygiene of persons living in the country will, I believe. 
disprove this belief. It is no less the responsibility of 
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the small hospital to teach the hygiene of right living 
than it is of the large institution, although the teaching 
may be from a different angle. It may even be of more 
importance because frequently the small hospital stresses 
its relation to the commuity and assumes a place of lead- 
ership in health matters. 

This is a very cursory review of the patient and his 
needs but it is clear that he cannot of himself meet the 
requirements of modern medical practice. It follows, 
then, that the hospital whose object is to give him ade- 
quate care, should provide the means whereby he may 
meet these requirements. 

In hospital practice as in social practice the only 
sound way to approach the solution of any problem is 
through the careful study ard analysis of its factors. 
On the basis of such a study one may build synthetically 
to solve the problem. I, therefore, will draw a general 
conclusion that every small hospital must have a social- 
service department, an organized method developed to 
meet the social needs of patients in some hospitals and 
clinics, lest by sO doing 1 commit myself to the wholesale 
production of medical social-service departments. 

Avoid Ready-Made Patterns 

One of the terrors which besets me in these days 
of organized education, organized recreation, organized 
this and that, is the tendency we have to adopt in whole- 
sale fashion an idea or method that has proved satis- 
factory or adequate in a particular situation. It is so 
much simpler to accept the pattern without inquiry into 
its special uses, and without an analysis of our own 
special needs, than to make such inquiry and analysis 
and then to see whether the proposed pattern meets our 
special needs or whether it needs adaptation. I leave 
with the individual small hospital the responsibility to 
study and analyze its problems from a medical-social 
viewpoint, and then to evolve a plan to meet them. The 
extent of these needs will vary with the individual insti- 
tution, and will depend primarily upon the type of medi- 
eal problem which it is treating and the resources of the 
community. It is in the way in which the small hospital 
meets these needs that it presents striking variations to 
the large hospital or the large outpatient clinies. Its 
problem is of the same quality, but the method of meeting 
it often must be different—perhaps more difficult. 

IT am critical of those institutions which assume that 
they have met their social obligations to the patient by 
placing some one—any one—in charge of social service, 
often in addition to other duties, and I would withhold 
from an institution the right to use the name “social- 
service department” until it had a qualified medical- 
social worker on its staff. There is no official registra- 
tion of medical-social workers as of doctors and nurses 
but active membership in the American Association of 
Hospital Social Workers indicates that the individual has 
had both education and practice in medical-social work. 
At present “social-service department” is often only a label 
because its staff is not equipped to practice medical-social 
It would be interesting to know how many of 
the hospitals which are reported in the 1926 yearbook 
of the American Hospital Association as having social- 
service departments are prepared to render the types of 
services which I have sought to enumerate as essentiai 
to the adequate care of the patient. 

Learn Needs First 

I recognize the practical difficulties which confront 
hospitals that wish to make a study of their medical- 
social needs and to secure personnel to meet their needs. 
But delay in organizing a social-service department un- 
til one knows what the needs of the patient are, is profit 
rather than loss. I venture to suggest that a hospital 


service. 
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that coutemplates adding a social-service department to 
its organization should approach the American Associa- 
tion of Ifospital Social Workers for guidance, although 
I do not know what response the executive secretary would 
The Association is a professional 
to 


make to such requests. 
organization whose active membership is restricted 
those who have had both education and practice in medi- 
eal-social work and in whose hands is the responsibility 
for standards of medical-social service. 
Social Workers Scarce 
We must also face the fact that there are not today 
a sufficient number of medical-social workers to meet the 
needs of all the hospitals of the country nor is it likely 
that there will be in the next several years. Furthermore, 
although I believe that a medieal-social job can often 
be done by one person on less than a full-time basis, it 
is not sound to expect to secure the services of a mediecal- 
worker on than a full-time basis. We may 
not sidestep the fact that compromises are going to be 
made during the next several years and although we all 


social less 


dislike compromise, yet each of us compromises every day 
The important thing is to know the funda- 
A protes- 
sional medical-social worker who knows these fundamen- 


of our lives. 
mentals on which no compromise is possible, 


tals, when she has studied the medical and social problems 
of the hospital, and its community resources, can often 
outline for an institution a safe procedure which will 
meet in some measure the most basic needs of the patient, 
physician, and institution and which will be a reasonably 
safe makeshift. 
Must Meet Social Needs 

When I sum up our observations, I find myself com- 
mitted to this: That the small hospital should be equipped 
to meet the social needs of the patient because the meet- 
ing of them is essential to his adequate care, which is 
the hospital’s primary objective. The methods whereby 
the small hespital can accomplish this will vary in differ- 
ent institutions, depending somewhat upon the type of 
the of the 
availability of personnel. At present and in the immedi- 
ate future there will probably not be a sufficient number 
of medical-social workers to meet the needs of the patients 
in the hundreds of small hospitals of the country, so 
that the makeshift arrangements must 
often be made. The only way to be sure that the make- 


institution, resourees the community, and 


in interim some 


shift is reasonably sound is to base it on the needs of 
the patient as revealed in a study by a mediecal-social 
worker, The American Association of Hospital Social 
Workers might be of assistance in helping to outline some 
study. 
Report of A. H. A. Committee 

And lastly may I quote from the report of the com 
mittee* appointed the of the American 
Hospital Association in 1920 to make a survey of medieal- 


by trustees 


social service ! 
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“The basis of hospital social service is its relation to 
the of the patient. The 
maintenance of health depend in many instances not only 
on accurate diagnosis and direct medical treatment of 
pathological conditions of the body, but also upon deal- 
ing with the patient’s personality, and upon the altera- 
tion or adjustment of his hcme conditions, occupations, 
abits, and community relations. The wise physician 
understands the of medical 
ments and seeks a knowledge of both before determining 
his final program for treatment. The social worker 
is called upon to secure facts and to aid in interpreting 


medical care restoration and 


connection social and ele- 


them, in order to provide a basis for a plan of treatment 
which takes into account both the medical and the social 
elements. The social worker also aids in the carrying 
out of treatment. The merging of the social work with 
the medical work is essential to effective use of the social 
worker. Social treatment must have as its aim the pro- 
metion or accomplishment of the doctor’s plan of treat- 
that the 


personal and environmental elements as well as the medi- 


ment—a_ plan has taken into eonsideration 


The primary work of hospital social service, 
In this 
spect, the work corresponds to that of the medieal service 


eal, 
therefore is work with individual patients. re- 
of the same institution. 

“Work with individual patients, whether by physician 
or worker, is called case meaning that all 
the facts (medical, both) the 
individual must be secured, analyzed, and interpreted as 


social work; 


relevant social, or zbout 
a basis for a diagnosis of the disease or problem, and a 
program for dealing with it. The body of facets consti- 
tutes the ease. It is hardly necessary to add that social 
cease work with individual petients requires and implies 
knowledge of the patient’s family and of its community 
relations. 

“No hospital can, in the opinion of the committee, 
be regarded as possessing a social-service department un- 
less the primary function of assistance in the medical 
eare of the patient is practiced as one of the main 
activities of the department. The size of the department 


(whether one worker or twenty) has no bearing upon 
the judgment.” 


We the of the ITos- 
pital Association the answer to this question, “Why the 


have here in words Ameriean 


Small Hospital Needs a) Social-Service Department” 
a statement of the funetion of the social-service depart- 
ment which holds as true teday as when the report was 


aecepted by the trustees in 1921, 


1Francis Peabody, M.D ‘The Care of the Patient.” Reprinted 





from the Journal of the American Medical Association, March 19, 
1927. Vol. SS, pp. ST7-SS2Z 

*Janet Thornton. “Secial Case Work Method in Health 
Work.” National Conference of Social Work, 1925, University of 
Chicago Press, pp. * 7 

American LIlospital Association, Bulletin Ne. 23, November, 
1920, Cornwell Press, Report of the Committee Making a Survey 


of Hospital Social Service, pp. 2-4 
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Must We Develop a Distinctive Hospital Architecture?’ 


Richard Resler, Hospital Architect, 41 East 42nd Street, New York City 


Te purpose of this paper is to discuss some of the 
broad problems encountered in the planning of a modern 
hospital, and to emphasize the fact that even deeper and 
more serious study must be given these subjects before we 
develop a form of hospital architecture which will com- 
bine an etliciently arranged interior with an architectur- 
ally pleasing exterior. The following ideas are, therefore, 
submitted with the hope that they will stimulate further 
interest and investigation in this particular direction. 
The hospitals of earlier days were characterized by 
large ward units, one above the other, to which the loca- 
tion of the comparatively few and simple services of the 
institution This plan quite readily 
permitted symmetrical fenestration, that is, the regular 
arrangement of all doors and windows to give a well- 


was subordinated. 


balanced appearance. 
Difficulties in Placing Windows 
Our modern and complicated, congregate hospital 
buildings, however, due to the superimposing of the dif- 
ferent and often unrelated services and departments one 
Par- 


ticular reference is made to the congregate buildings in 


over the other, present a far more difficult problem. 


which the various services are vertically combined, and 
from the analysis of which certain definite conclusions are 
hereinafter derived. For example, one upon which the 
writer is at present engaged involves an outpatient clinic 
on the lower floor; directly above is the outpatient waiting 
room, on the floor above is an operation suite, and over 
this a private room. The size, shape, and location of the 
windows suited to these various rooms, clearly illustrate 
the difficulty involved in attempting to follow through a 
regularly arranged facade. With the windows tiered 
vertically in the usual manner no arrangement is 
sible that does not in some way impair the efficiency ot 


pos- 


the specific purpose for which the rooms are intended. 
On studying the plans of many other hospitals it soon 
becomes apparent that this or one or more of the following 
conditions exist in each of them. 

One factor of prime importance is the height of the 
window. sills the finished floor and the distance 
between the head of the window and the ceiling. As for 
example, in a patient’s room it is highly desirable that 
the window sills be of a height to enable the patient to 
enjoy the privilege of looking out without effort while 
sitting comfortably in a chair or resting in bed. On 
the other hand, in service rooms a considerably higher 


above 


window placement is preferable, at times compulsory, for 
the installation of wall-hung fixtures. Nevertheless the 
low window sill must again be installed in order to main- 
tain the regular facade as previously mentioned. Con- 
versely, high window sills throughout would benefit the 
service arrangement to the detriment of the patient’s 
room, 
Irregular Ceiling Height. 

In this connection, we might mention another prob- 
lem which is as yet to be economically solved. Obviously, 
we require a higher ceiling in an operating room than in 
a service room; however, if the windows of the operating 
room are placed in proportion to the height of the ceiling 
and those of the service room in proportion to the height 
of that ceiling, the exterior of the building will present a 
most irregular appearance. Practicability and economy 
of construction are, therefore, again sacrificed to main- 
taining the regular facade. Generally, either the ceilings 
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of some of the rooms are furred (filled in) from the height 
of the floor level above, down to the height required for 
the lower ceiling, or there are excessively high ceilings 
throughout an entire floor because of the one or two rooms 
actually requiring such height. Either of these methods 
involves not only a great waste of cubic space, but also 
a corresponding waste of money. 

There are several other conditions which may have 
been brought to your attention; the for their 
prevalency, I presume, is also because of designing the 
architecture throughout to conform to a perfectly sym 
metrical exterior. Notwithstanding the admitted indis 
pensability of fresh air and sunlight in promoting health- 
ful conditions, how often do we find an inadequate amount 
of sunlight and air for service sections, due to narrow and 
short windows; or an insufficient number of windows, or 
the costly artificial venting of interior utility and service 


excuse 


rooms’ Many laboratories and autopsy rooms are also 

inadequately lighted and poorly ventilated. 
Windows are often the 

when location on the opposite side or perhaps at the end 


located on one side of room 
of the room is preferable, in a patient’s room sometimes 
even necessitating the placing of a bed directly in tront 
of the window. In other cases if the partition wall be- 
tween two rooms is built in a straight line, one end will 
terminate in front of a A compromise must 
again be effected in one of two general ways. 

First, the use of a mullioned window, that is, the 
camouflaging of the window to appear from the exterior 


window. 


as one window, wherein in reality it is two small ones, 
one on each side of the partition. Or second, the beveling 
of the partition, that is, deviating the partition from a 
straight line at an agle sufficient to include the entire 
window in one room. 
Improper Location of Chimneys 

Again, chimneys will be far removed from the boiler 
room and often so located with regard to prevailing wind 
direction as to permit practically all the smoke and soot to 
blow directly in the upon Yet 
again, there will be sun parlors built with a maximum 


windows or balconies. 
amount of masonry wall and a minimum amount of glass 
area, or high parapet walls built around the roof wards 
obstructing the patient’s view. This all tends to lessen the 
comfort of the patient, for sun parlors and roof wards are 
now of greater importance than formerly when property 
was less expensive and spacious lawns were, therefore, 
more generally available. 

The awkward arrangement of fire escapes, sometimes 
even creating an actual fire hazard, is among the other 
equally important instances with which, no doubt, some 
of vou are familiar. Yet, we are all agreed that the com- 
fort and safety of the patient is the paramount issue in 
all hospital planning, while economy in operation, though 
secondary, is wholly necessary that the hospital may fune 
tion at all. 

Creating “Hominess” 
Every hospital periodical refers to the 
both as to in- 


importance 
of designing and finishing the buildings, 
manner as to minimize the 
institutional atmosphere often 
and further enthusiastically stresses the benefits of cre 
In order to eliminate the 


terior and exterior, in such 
which SO predominates, 
ating a spirit of “hominess.” 
institutional appearance and to obtain hospital buildings 
pat 


of beauty and dignity, must we resort to copying a 


ticular stvle of architecture, such as Roman, Greek, o1 
Italian, which was honestly developed centuries ago to 
meet local limitations in construction and materials, but 
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which now entails endless adjustment of efficiency and 
appearance, and costly subterfuges? 
Advantages of Bay Windows 

What is more picturesque than certain old country 
residences? J am sure we have all admired them, with 
the windows and roofs apparently placed at random, with 
perhaps here a small inconspicuous window, while near by 
is a large projecting bay window. I make special’ refer- 
ence to this latter feature as I am so confident as to pre- 
dict a liberal use of this type of window as it will greatly 
facilitate the more practical placing of windows. 

Opinion greatly differs regarding many hospital re- 
quirements but on one, at least, unanimity exists, namely, 
that a maximum amount of sunlight and fresh air is essen- 
tial to the well-being of the patient. Nevertheless, we are 
still utilizing the old-fashioned double-hung window, 
which at best permits but 50 per cent air opening. With 
the use of the bay window, greater glass area for sunlight 
and greater variety of angles for air currents are obtained. 

As windows, with the use of the bay window, will be 
rather more prominent, I also feel confident that sun 
porches and balconies will be more conspicuously and 
advantageously located instead of the more frequent 
placing them on the least noticeable side of the building, 
regardless of exposure; or placing them in any sunny nook 
or corner without regard to accessibility, or to unpleasant 
odors or disturbing noises from the adjacent services of 
the interior. 

In a low building the outside walls are generally of 
sufficient strength and thickness to support the entire 
structure providing the windows are systematically 
arranged, as is generally the case. With the use of bay 
windows and placement of other windows as herein sug- 
gested, the continuity of the tiers of masonry will be 
broken, and it, therefore, appears that skeleton construc- 
tion will be necessary, regardless of the number of floors. 
That is, the floors and walls are supported on steel frame- 
work, which supplies the required strength, so that the 
masonry work may be placed as desired. This type of 
construction would indicate that the initial cost of the 
building would be greatly increased. That, however, is 
problematical, because of the costly features previously 
mentioned, such as mullioned windows, beveled partitions, 
the cubie wastage due to variance in ceiling heights, and 
other features employed in obtaining a symmetrical 
facade. 

Not Too Symmetrical 

Furthermore, when as in all progressive hospitals, the 
need for a new floor, new wing, or a new building arises, 
this question of expansion will be found to be more readily 
solved when not subject to a too symmetrical exterior. 
Kven though unusually adequate provision for future ex- 
pansion was made on the original plans, when the ad- 
ditions are actually under consideration, it is almost 
always found that the demands upon the hospital or the 
development of newer and more scientific ideas require 
many revisions in the original layout. 

Problems in Piping 

Another argument which might present itself is the 
question of the extensive piping necessary in a hospital. 
The suggested arrangement of services would, of course, 
necessitate more pipestacks to the different fixtures, but 
again the question of operation is involved. The present 
tendency to group pipes makes repairing extremely diffi- 
cult and oftentimes involves the expensive removal of 
four or five pipes to reach the one needing an otherwise 
simple and inexpensive repair. This might in turn lead 
to the development of pipe chases with removable fronts, 
permitting ready access at all times. 

Again, will not the more convenient interior arrange- 
ment, resulting in greater ease and efficiency of operation 
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with a subsequent reduction in help, more than balance 
the debatable possibility of an increased initial expendi- 
ture? Also in accordance with the aim of hospital admin- 
istrators to bring more clearly to the public a knowledge 
of the hospital, its functions, and the superiority of its 
scientific care and accommodations as compared to home 
treatment, will not the additional comfort thereby afforded 
the patient increase the faith of the community in the 
hospital ? 


Why Not Distinctive Architecture? 

We already have distinctive church architecture, 
school architecture, and other distinctive types, and the 
circumstances repeatedly encountered in the planning, 
construction, and administration of a hospital assuredly 
seem to justify the development of a type of architecture 
particularly adapted to hospital requirements. 

In order that we may have more efficient and yet 
withal attractive hospital buildings, I firmly believe that 
we must develop a distinctive hospital architecture which 
will make permissible a less rigid fenestration, and the 
placing of windows as best suited to the interior arrange- 
ment. 

A Postscript 

The original article was further augmented by Mr. 
Resler at the convention, as follows: 

About twelve or fifteen years ago, the new zoning law 
in New York City was put into effect, which required 
a building to be constructed to conform to the width of 
the particular street upon which it was being built. You 
might be permitted to go up a hundred feet, and then 
you would have setbacks. These setbacks permitted us 
to move back three feet and we could go up an additional 
nine feet, etc. There was great consternation among those 
qualified to speak on the aesthetic side, and others, as to 
the hideous buildings that would result from this new 
zoning law. I feel, and I think many others agree with 
me, that we have some very beautiful buildings in spite 
of, or on account of, I do not know which, but still the 
zoning law is involved, so I see no occasion for alarm in 
reference to our architecture, if for no other reason than 
what one man does, another can do better, if the effort 
is placed in the proper direction. 


Georgetown University Plans Chemomedical Research 
Institute 

According to the N.C. W. C. news service, Georgetown 
University, the famous old school in charge of the Jesuits 
at Washington, D.C., is planning a vast chemomedical 
research institute to have ultimately an endowment of 
$20,000,000. The sum of $2,800,000 has been already either 
pledged or paid in to the building and endowment fund. 
The plans were first outlined in 1925. Rev. George L. 
Coyle, S.J., who is in charge of the project hopes to have 
on hand within another year, $4,000,000. With this sum 
a $1,000,000 building can be erected and the work begun. 

There are to be six chiefs of divisions, for organic 
chemistry, biochemistry, physical and inorganic chemistry, 
pharmacology, bacteriology, and pathology. These divi- 
sion chiefs will have two associates each, and there will 
be two Fellows attached to each division. This personnel 
will be of the most eminent specialists, chosen only for 
their ability and performance in their fields, with no 
religious or other limitations. In addition there will be 
20 laboratory assistants besides the administrative per- 
sonnel. 

The specialists to be engaged in the research work 
of the Institute are to be free of teaching cares and 
assured of a comfortable living, so that they may put all 
of their ability and energy inte their great research tasks. 

The Price of Health 

The Wisconsin state board of health “Bulletin” says 
that last year we spent per capita: Ten dollars for candy, 
$9 for education $3.50 for police protection, $.75 for cos- 
metics, $.50 for chewing gum, and $.29 for health. 
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Occupational Therapy At St. Mary’s Hospital, 
Duluth, Minn.’ 


Sister M. Patricia, O.S.B., Superintendent 


a therapy is any activity, mental or 
physical, definitely prescribed and guided for the distinct 
purpose of contributing to, and hastening recovery from, 
disease or injury. 

Occupational-Therapy Aims 

The aims of occupational therapy fall under the two 
general heads: First, what may be termed social-economic. 
Second, curative. As a social-economic agent it serves to 
awaken initiative and renew courage and incentive to 
effort when those have been lost in the patient through 
prolonged illness; to assist in the education and diversion 
of the handicapped and sick children; to raise and main- 
tain hospital morale. As a curative agent it aims in cases 
of injury and affection of bones, joints, and muscles to 
aid in the restoration of motion and function. In mental 
cases, to train the disordered mind, to maintain habits 
of activity, and to reestablish mental and muscular coordi- 
nation. In cases of tuberculosis, to procure contentment 
of mind and thereby contribute to the necessary rest. In 
all cases of chronic diseases, but especially in heart cases, 
to aid in mental rest, by causing the patient to forget his 
pains. 

Let us take, for instance, an accident case. 
is brought in on the ambulance. The surgeon 
reduces the fracture, and makes the patient as comfortable 
as conditions allow. During the succeeding weeks he bends 
his efforts to keeping the parts in apposition, while nature 
is healing the break. Now what happens to the patient, 
both mentally and physically, while the bone is healing? 
man whose engine is 


A man 


comes, 


Here is a muscular, full-blooded 
geared up at all times to carry him through a full day’s 
active work. In bed his voluntary muscles are practically 
idle and his involuntary muscular system is doing but 
a small part of the work which it was called upon to per- 
form previous to the accident. The result is deteriora- 
tion, the muscles become flabby, the circulation slows up, 
and when the patient gets on his feet, the leg which was 
fractured may, because of the massage and other forms 
of physical therapy used, be the most efficient part of his 
body. Occupational therapy can to a degree prevent this 
deterioration and assist in maintaining the physiologic 
balance. Occupations which will exercise muscles of the 
arm and shoulders can be begun at once, and as soon as 
possible other groups of muscles should be brought into 
action. It is not likely that any occupation can be pre- 
scribed to exercise the sound leg, but the patient may be 
taught to put his limb through systematic movements 
daily. The exercise obtained by these methods keeps up 
muscular elimination prevents the 
patients vegetating for six or eight weeks. The result is 
that when he is able to get about, he does not require so 
much time in which to regain his usual physical strength 
This shortening of the convalescence period 


assists and 


tone, 


and energy. 
is an advantage both to the patient and to his employer. 
So much for the adult patient. 

Let us now consider the advantages of occupational 
therapy for children sick in the hospital. The child in 
the hospital is in an environment totally foreign to his 
It may be his first experience away from home 
He chafes against the restric- 
Play is 


nature, 
and from his mother’s care. 
tions under which his condition has placed him. 
life, and he must have some oppor- 
Some fundamental 


still his business in 


tunity to use his mind and his hands. 


before the Diocesan Council of Catholic Women at 


March 19, 1928. 


1Read 
Cloquet, Minn., 


reasons why occupational therapy is one of the imperative 
needs of the hospital child may be enumerated: 

1. Activity and play are the right of every child. 
Confined to a hospital, his surplus energy must be utilized 
in some constructive way. 

2. In order to dispel lonesomeness and help him to 
adjust himself in his new environment, he must be given 
something to do that will interest him. This illustrates 
the interest value of pegs and peg board given to a little 
four-year-old. It is known that these playthings are often 
the first to arouse a friendly answer and a smile from the 
sick child, 

3. Occupational therapy aids in the child’s mental 
development by teaching him new projects; it aids him 
morally by developing self-confidence, will power, and per- 
severance; it aids him socially by teaching him to coop 
erate with others. 

We all know what a prominent place occupational 
therapy was given in the recent war, and especially since 
the war in all United States veterans’ hospitals. It is 
probable the first occupational-therapy shops were built in 
France. They were set up under a tree, perhaps, and the 
twigs and bark of that tree were put to use in the making 
of bird houses and rustie flowerpots. In other shops all 
sorts of old garments were ripped, washed, and dyed to 
Tin cans filled a place of 
and 


be used for divers purposes. 
great economic value, in making of boxes, 
household ornaments. In fact, strenuous effort and good 
cheer enabled the pioneer therapist to make use of such 
materials as were to be had, in order to meet the required 
therapeutic need of the sick and wounded. 


vases, 


But the war is over and times have changed. Occu- 
pational therapy has outgrown the cubby-hole makeshift 
stage. Fundamentally and scientifically, it has become 
one of the departments of the modern hospital and should 
have proper rooms and equipment to “carry on” as a help- 
mate to the physician and nurse in the work-cure treat- 
ment of the hospital. In other words, this new mode of 
treatment has indeed taken a scientific place in the hos- 
pital because we know today that it is an important part 
of the treatment, and not only that; as I travel through 
the hospital and pass the patients, I am always impressed 
with the fact that the occupational-therapy work is mak- 
ing the hospital a happy place, a homey place to stay and 
happiness and hominess in a place are essential for the 
best treatment. 

The exhibit of articles made by the patients of our 
hospital is worthy of your attention. Just as the greatest 
values of life are not tangible, so it is impossible to label 
every article with its full significance. Thev are only 
by-products of occupational therapy, a means to some 
definite end. I wish that every article here were accom- 
panied by a chart giving, even crudely, its therapeutic 
One article would tell how its making was part 
A series of others would 


value. 
of a habit-formation training. 
illustrate an orthopedic case and show the rate of improve- 
ment in the function of a disabled member by means of 
It is probable that one of these little 
the 


account of the physical or 


measuring devices. 


articles Mav have given doctor a definite clue on 


mental reaction produced; 
another of its bringing to light an undeveloped interest 
or talent in the maker to be of use later for the patients 


retraining in a vocation. 
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St. Mary’s Occupational-Therapy Guild 

On March 1, 1927, the department of occupational 
therapy was established at St. Mary’s Hospital. The hos- 
pital gave a large room equipped with the fundamental 
furniture. Mr. S. B. Sheldon donated a goodly supply of 
tools, jig saws, looms of various sizes and kinds, in fact, 
all the equipment necessary for a first-class workshop. 
An experienced occupational therapist, Miss Katherine 
Matter, a graduate of the Boston School of Occupational 
Therapy, was next employed. Through the generosity of 
the Duluth Council of Catholic Women, we were given 
$50 with which to purchase an office desk, and the work 
began. 

Our expenses for the past year ending 
Salary of the therapist, 
rials purchased, $308.67. The total expenditure for the 
year was $2,108.67. The income from the department was 
as follows: For sales of articles, including the Thanks- 
giving cake sale, $375.92: St. Mary’s Hospital Auxiliary 
tickets, $48; donations from Mr. C. F. Haley, $200; Mrs. 
F. Sermon, 10; Mrs. Mendenhall, $5; Mrs. Wright, $5. 
The total receipts amounted to $643.92. This leaves the 
department with a deficit of $1,434.75. 

During the year, 185 patients received treatment, and 


Feb. 29, 1928, 


were as follows: $1,800; mate- 


in every case there was marked benefit to each patient. 
No charge was made for treatment as most of the patients 
were of the nonpaying class. Thus, the department de- 
pends entirely on the charity of the hospital and the gen- 
erosity of friends. Realizing that from year to year it 
would be impossible to carry this expense because of lack 
of funds, the Sisters decided to organize the St. Mary’s 
Occupational-Therapy Guild. The memberships will be 
recruited from doctors, nurses, the Diocesan Council of 
Catholic Women, friends of St. Mary’s, and in a general 
way the friends of suffering humanity. We are dependent 
for support upon memberships. We invite you to join the 
guild. The membership is one dollar a year. The pleas- 
ant thing about it is that those who join will never miss 
the fee for they will not be the “what-can-I-get-out-of-it 
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sort,” but the sort that is always saying, “What can I do 
to be helpful to others?” 


Other ways of assisting us would be by donating such 
articles as the following: Stockings, old sheets, old ties, 
in fact, rags of all kinds to make into rugs, old magazines 
with colored advertisements, to be made into heads, pic- 
ture puzzles, and designs for boxes and book ends; cigar 
boxes to be made into toys, and especially the cedar boxes 
to be used for chip carving; glass beads to be made into 
flower sprays. Another means of giving aid to the depart- 
ment would be to purchase the articles that are made by 
the patients, In that several 
Duluth women have during the past year purchased arti 
cles from our shop to be used as prizes at their bridge 


this connection I may say 


parties, 

No doubt the 
through getting us in touch with retraining or rehabilita 
tion The right type over 16 years 
of age who are not able to earn their livelihood because 
Some of the subjects taught such 


Council members can be of service 


cases, are persons 
injury. 
Dressmaking, interior decorating, rug weav- 
The state will pay from $10 to 


of disease or 
patients are: 
ing, and recaning chairs. 
$15 a month for the retraining and also pay for materials 
used, At the present time the state funds for this work 
are exhausted, but after June 1, 1928, there will again be 
money available. 

Another way of helping would be to have a booth 
for our articles when you have bazaars. The Congrega- 
tional and Methodist churches of Duluth disposed of sev- 
eral of our articles in this way. We understand the women 
of Ely, who have taken a great interest in our work, are 
planning such a booth for their spring bazaar. I desire 
to mention here that Mr. Hallock of the Edgewater Press 
of Duluth has donated Mrs. 
Bardon, our diocesan director of occupational therapy, 
has membership tickets here today. We trust that every 
delegate will take a goodly number home and dispose of 


the membership tickets. 


them. 


St. Elizabeth Hospital, Humboldt, Sask., Canada 


|» 1911, Sisters Augustine, Gabriella, and Philomena 
of the order of St. Elizabeth of Hungary came from 
Austria to Humboldt, for the purpose of establishing a 
hospital and a motherhouse of their order. What they 
lacked in means they made up in energy and _ persever- 
ance, and in October of 1912 they had the happiness of 
seeing their project on the road to suecess. It was then 
that the first unit of St. Elizabeth Hospital was opened 
under the supervision of Sister Augustine. 


plain two-story one of red 
Two small frame build 


The first building was a 
brick with a capacity of 19 beds. 
ings were used as nurses’ home and isolation hospital. 
By this time seven more Sisters had arrived and the 
following year three more came over from Austria to 
join the community. In 1917 a laundry was built and 
connected to the main building by an underground pas 
sage of for several of the 
Sisters were made on the upper floor and this made room 


concrete; accommodations 
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for 13 additional beds in the hospital. A splen- 
did new addition was made to the main build- 
ing in 1920 and this the number of 
beds to 48. Later the rooms were rearranged, 
making the present accommodation 52 beds. 


raised 


A large addition was made to the laundry 
in 1925 to provide a lecture and class room 
for the student nurses. A new isolation hos- 
built, and the nurses’ 
The Sisters now have a splen- 





pital was also home 
was remodeled. 
did group of buildings of which Humboldt is 
justly proud. 


The hospital is situated just north of the 


town and the main building faces to the east. ST. 


It is set back about 150 feet from the road and 
is approached by a semicircular graveled driveway. This 
leaves a half circle of beautiful lawn on which trees and 
flowers have been planted. A statue of St. Joseph com- 
pletes this little garden. At the rear of the building a fine 
caragana hedge surrounds another garden plot, in the 
center of which is a statue of the Blessed Virgin Mary. 
A small farm operated under the supervision of the Sisters 
provides the hospital with most of the milk, eggs, and 
vegetables needed. 
The Main Floor 

The main floor is reached by a short flight of steps 
and the office and pharmacy are to the left of the en- 
trance. The pharmacy is in charge of Sister M. Elizabeth, 
a registered pharmacist who fills prescriptions for the 
patients. It is a very neat room and is well stocked with 
all the pharmaceutical necessities. Across the hall from 
the entrance is the chapel. To its left are the doctors’ 
consulting room and a small reception room for visitors. 
The first floor sunroom is reached through this room. 
There are two sunrooms, one on each floor extending 
the width of the building. To the right of the entrance 
are the wards and private rooms for female patients. The 
is also on this floor. 


The Second Floor 
On this floor are the surgical and X-ray departments, 
the laboratory, and the private and semiprivate rooms 


obstetrical room 


for male patients. 

The X-ray room is equipped with a modern X-ray 
1922, and also contains the quartz 
lamp and violet-ray machines. It is in charge of Sister 


Salesia, R.N., who has taken a course in X-ray operation. 


machine bought in 


The operating room is quite large and well lighted 
by large windows on the west side. The surgical instru- 
ments are kept in cabinets placed along the north wall. 
A well-equipped sterilizer is in a small room directly 
off the operating room. The entrance to the surgical 
department has provisions for sterilized operating robes, 


ete. 
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ELIZABETH’S HOSPITAL, HUMBOLDT. SASK., 
REAR VIEW OF HOSPITAL AND LAUNDRY. 
The second floor also contains the chaplain’s rooms 

and the bishop’s room, which was furnished by the late 

Bishop Paseal of Prince Albert, who was a frequent visitor 

to the 

during his last 

The kitchens, and the dining rooms for the nurses 
and Sisters are in the basement. The hosptial is pro- 
vided with modern electrical equipment in these depart- 
ments. and small diet kitchens with electrical ranges are 


hospital and who spent much of his time there 
illness. 


located on each floor. 

The personnel consists of seven attending physicians 
eleven nurses, thirteen student nurses, the chaplain, and 
twenty Sisters with Sister Walburga as superior. The 
first nursing class, in 1923, consisted of four nurses and 
Five nurses graduated last vear. 


During the year 1927 the number of patients re- 
Of these 371 were 


four Sisters. 


ceiving care and treatment was 1,137. 
surgical and 83 maternity cases. 

The community of St. Elizabeth from a small be- 
ginning of three Sisters has made rapid strides until it 
now operates the Humboldt hospital and one each in 
Macklin, Seott, and Cudwoerth, all loeated in Sas- 
katchewan. 

The Hospital Ladies’ Aid of Humboldt which was 
organized in 1912 has, through its efforts in a sociai 
provided the institution with small 
quirements. 


way, many re- 


Reopen Hospital in Alaska 

The General Hospital of Ketchikan, Ketchikan, Alaska, 
which has been reconstructed and refurnished, opened its 
doors for inspection on March 13. “Open house” was held 
from 2 to 5 in the afternoon, and from 8 to 10 in the 
evening. The community orchestra gave a musical pro- 
gram for the patients and friends of the hospital. Re- 
construction on the old hospital, which was in need of 
better equipment and more room, began last July. The 
institution will now accommodate 60 patients and more in 
case of emergency. All rooms are large enough to be 
turned into small wards if necessary, and have been beau- 
tifully redecorated and furnished. The first floor provides 
offices, reception room, Sisters’ and nurses’ quarters. The 
second floor is for women patients, several private rooms 
with bath, small wards, the maternity department and the 
nursery. On the third floor are the men’s rooms, and 
wards, the surgery, two operating rooms, sterilizing and 
X-ray rooms. All are furnished with the best equipment 
obtainable. A huge oil burner in the basement provides 
heat for the institution. Friends of the institution, in- 
cluding doctors, lodges, the fire department, and many 
others, helped to furnish the hospital. The Sisters of St. 
Joseph of Peace conduct the institution. 


Too Near Perfection 


A doctor was examining a man with a stiff knee. 

“This knee means uric acid,” he said, “and if you 
want to escape arthritis your best course will be cut 
out beef, pork, lobster, cigars, dancing, late hours——” 

“Hold on, doc,” said the patient. “Who am I that 
I should aspire to the best course? What’s the next 
best one?” 








Prevention’and Relief of Goiter' 


Joseph L. DeCourcy, M.D. 


Corres is sO universal a disease that there are few 


people who do not have some general knowledge at least 
of its principal symptoms; yet so many important dis- 
coveries with respect to its cause and treatment have been 
made of recent years that there is much information of 
interest and value to the public. 

Only ten years ago the essential cause of goiter was 
unknown. The trouble was attributed to the drinking 
water, and rightly so; but the general belief was that 
goiter is due to the presence of large amounts of lime and 
magnesia in the water, whereas the true cause is now 
known to be a lack of iodine. 

How iodine starvation produces goiter is well illus- 
trated by the story of a remarkable little village in the 
Italian Alps. High above the clouds in the Alpine heights, 
the 1,500 inhabitants of Cogne, in the province of Aosta, 
live an isolated existence, seldom communicating with the 
And they are strange people: undersized 
Very many of 


outside world. 
and slow of speech and understanding. 
them have goiters. Cogne is so obscure that it is hardly 
on the map. You can secareely find a reference to it, 
unless you read Italian and consult a guide book of the 
province of Aosta, 

Why is goiter so prevalent in Cogne? 
tion is simple when we consider that goiter is due to 
iodine starvation and many of us would suffer from this 
trouble were it not for the presence of small amounts of 
iodine in our drinking water, just enough to give the 
thyroid gland its needed supply. 

There 


The explana- 


are no wells and no reservoir in Cogne; in 
fact, there is no water supply at all. Instead of drinking 
water, the villagers are forced to eat snow. And snow, 
of course, contains no iodine. That is why so many of 
the inhabitants develop goiter in childhood, with the result 
that they remain undersized and deteriorate mentally. 

What has been said of Cogne applies to many other 
sections in the Italian and Swiss Alps. In fact, so far 
as Europe is concerned, we have become accustomed to 
think of the mountaineers of the Alps as the principal 
sufferers from goiter. It is in inland localities, particu- 
larly high plateaus and deep valleys, that goiter is most 
prevalent. 

The seashore is one of the richest sources of iodine. 
This valuable substance is obtained in large quantities 
from seaweed; and certain fishes, especially salmon, are 
extremely rich in iodine. For this reason, people living 
on the coast usually escape goiter, since they derive their 
full quota of iodine, not only from their drinking water, 
but also from the habit of eating fresh fish. Of course, 
there is no advantage in taking more than one’s quota of 
iodine. Quantities more than sufficient to protect one 
from goiter are in no way beneficial to health. 

The inland region around the Great Lakes consti- 
tutes the main goiter belt in the United States. In Mon- 
tana, Wisconsin, and North and South Dakota, and also 
in Washington and Oregon, the lumpy throat of goiter 
has been and still is a common sight. With the practice 
of placing suitable amounts of iodine salts in the water 
supply and also of using iodized salts in proper propor- 
tions in the food, the incidence of goiter in these regions 
will probably diminish to a gratifying extent; but it is 
too much to expect it to disappear altogether. 

While the general proposition that iodine prevents 
goiter is correct, this substance must be used with con- 
siderable discretion if evil results are to be avoided, In 


1An educational lecture given under the auspices of the Good 
Samaritan Hospital, Cincinnati, Ohio. 


their anxiety to get enough iodine, many people have 
harmed themselves by taking more than enough. And, 
when it comes to treating goiters, iodine is indeed a two- 
edged weapon; for it may benefit and even cure some but 
set others into a state of dangerous activity. It requires 
sound judgment on the part of the physician to know when 
and when not to use iodine in the treatment of goiter. 
The Three Main Types of Goiter 

Goiter is a general term to designate a swelling of 
the thyroid gland, which lies in front of the windpipe and 
just below the Adam’s apple. But there are several types 
of goiter, which differ radically in their nature and, there- 
fore, require different treatment. 

The important thing to keep in mind in 
sions of goiter is that the thyroid gland is a gland of 
internal secretion, meaning that its function is to take 
what substances it needs from the blood, convert these 
substances into active chemical compounds, and turn these 
compounds directly back into the bloodstream to be scat- 
tered throughout the entire body. The chemical com- 
pounds elaborated by the glands of internal secretion— 
the hormones or chemical messengers, as they are called 
influence the activity of almost all the organs in the body; 
indeed, they influence our dispositions and really help to 


all discus- 


make us what we are. 

The hormone or chemical messenger secreted by the 
thyroid gland is called thyrorin. This substance contains 
iodine, and thus we see why the thyroid gland requires 
iodine in the performance of its functions. In many cases 
of goiter, the thyroid gland is virtually starving for iodine. 

For the purposes of this discussion, we may divide 
goiters into three classes; namely, simple goiter, in which 
the gland becomes enlarged and degenerates as a result 
of iodine starvation; adenomatous goiter, which is essen- 
tially a condition in which a tumor composed of tiny 
gland tubes forms in the thyroid, and exophthalmic goiter, 
the most serious type, in which the restless thyroid gland 
drives the body to desperation until the eyes almost pop 
out of the head. Of course, a detailed medical classifica- 
tion would give many more types; but it would lead us 
into too technical a discussion. 

First, let us discuss simple goiter. 
goiter the thyroid gland enlarges so as to produce an ugly 
lump on the lower part of the neck, usually more pro- 
nounced on one side than on the other. Eventually the 
substance of the thyroid gland may be destroyed with the 
development of myxedema. The sufferer becomes sluggish 
and stupid, his skin gets thick and coarse, and his hair 


In the simple 


becomes brittle and seanty. But in very many cases the 
person with simple goiter enjoys comparatively good health 
in spite of the deforming mass in his neck. 
Treatment with the thyroid 
thyroxin, has proved quite successful for simple goiter. 


iodine or hormone, 
Except in women in whom the enlarged gland is dis- 
figuring, we seldom think of operating for this condition; 
for, since the thyroid tissue shows a tendency to degen- 
erate, we aim to preserve it as much as possible in order 
to prevent the development of myxedema. 

The adenomatous goiter, that is, the type in which 
there is a lump on either side of the neck due to a tumor- 
like growth on the tubules of the thyroid gland, is the 
most uncertain condition found in the study of the thyroid 
gland. The lump may remain stationary and give rise 
to no trouble other than unsightliness. On the other hand, 
it may at any time flare into activity like a voleano—and 
with just as disastrous results. Jodine treatment may 
reduce the lump, but it is just as likely to convert a 
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quiet thyroid gland into a toxic one, which is the term 
sed when the function of the gland is so badly disturbed 
that the whole body is poisoned by its abnormal products. 
Because of the disastrous. results that sometimes follow 
in cases of adenomatous goiter, many surgeons urge early 
operation for this condition in order to avoid future 
trouble—and I can see much justification in their attitude. 

The third type of goiter which we shall discuss is 
the most important of all; namely, exophthalmie goiter. 
It is so called because so many of these patients are pop- 
eved, sometimes to so marked a degree that they cannot 
completely close their eyelids. 

The Tyrannical Thyroid Gland 

You have often met the young woman with exophthal- 
mie goiter, and she has probably left a definite impression 
on vour mind; but, of course, vou have not classified her 
as physicians do in terms of physical disease. More likely, 
vou have thought of her as a peculiar, irritable, scary, 
and red-faced individual, who should really exercise more 
will power and take control of her nerves. 

3ut she is really sick, and a tyrannical force within 
her thyroid gland is driving her toward destruction, in 
in the world. 

Imagine having such a young woman to tea. 
stares at you constantly, never blinking or closing her 
eyes for an instant. You are at once struck by the fact 
that her eyes are bulgy; they may almost seem to pop out 
of her head. 

“What queer eves she has!” you think. “But, then, 
we are all different, and I suppose that’s the way she was 
born.” But the truth of the matter is, that her eyes are 
not essentially different from your own, with the exception 
that the dynamic force of the thyroid gland is hammering 
and tightening up the deli- 
so as to almost force them 


spite of all the will power 
She 


at a sensitive nervous system 
eate muscles of the eyeballs, 
out of their sockets. 

You hand her a cup of tea, and her hand trembles 
so that she almost drops it. “Too many cigarettes,” you 
think: but she does not smoke. It is again a matter of 
an overcharged thyroid gland, which makes the delicate 
nerves work every second without a moment’s rest. 

You ask her a sudden question, and she almost jumps 
out of her chair. Her cheeks are flushed and her face 
constantly wears an expression of fright. If you observe 
her closely, you will note that the arteries in her neck 
are throbbing—and very rapidly, too—and in the lower 
part of her neck you may see a little swelling, which is 
the goiter itself. 

Now that I have deseribed the typical case of ex- 
ophthalmic goiter, I am sure you will recognize the class 
of persons to whom I refer; for if you travel frequently 
in trolley cars and busses, you are bound to see them every 
day if you watch closely. And let us no longer regard 
them as peculiar personalities but as sick people requiring 
the best medical and surgical treatment. 

It must not be thought that exophthalmic goiter 
oeceurs only in women. During the war, a number of 
cases were observed in the army, particularly in soldiers 
taking part in active campaigns; but the majority of 
cases do occur in women, and it is probable that an un- 
stable emotional status has much to do with aggravating 
the condition, if not causing it. 

What takes place in the thyroid gland in exophthalmic 
goiter to lead to such serious symptoms throughout the 
entire body? This question may easily be answered, for 
many such glands removed at operation have been care- 
fully studied. In the first place the gland is larger than 
normal, This enlargement, it has been shown, is due to 
an increase in the number of those little compartments 
which actually secrete the thyroxin or hormone of the 
gland. At the same time, if we measure the amount of 
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iodine contained in the gland, we find that it is actually 
diminished or even almost absent. 

We must realize, therefore, that the trouble is not 
merely an excessive secretion of thyroxin, as was at one 
time thought; for, even if we administer large overdoses 
of this substance, we cannot produce all the symptoms 
of exophthalmie goiter. The trouble goes far deeper than 
that. Instead of subserving the normal body needs, the 
whole activity of the thyroid gland is perverted so as to 
produce abnormal chemical substances, which enter the 
bleodstream directly and play havoe with the entire body. 

To make matters worse, the sympathetic nerves be- 
come oversensitive. The sympathetic nerves are those 
which are not under control of the will. Their function 
is to regulate the action of the organs which must work 
automatical'y, such as the heart, lungs, intestines, and 
stomach. Being oversensitive to the poisons of the thyroid 
gland, the sympathetic nerves are forced into a feverish 
state of activity. And all the automatic organs of the 
body are driven at a pace comparable to that of an auto- 
mobile whose operator is constantly “stepping on the gas.” 

The effects of overstimulation of the sympathetic 
nerves are best exhibited by the heart. Sympathetic nerves 
going to the heart from the spinal cord in the region of 
the neck have the action of increasing the rapidity of its 
beat. Therefore, the abnormal products of the thyroid 
gland elaborated in exophthalmie goiter force the heart to 
overexert itself. 

During exercise, particularly running, it is necessary 
for the heart to beat more rapidly in order to supply the 
muscles with more blood; but, when 
ceased, the heart soon calms down to a normal rate. 


has 
The 
momentary increase in its activities during the emergency 
is produced by stimulation through the sympathetic nerve 
coming from the spinal cord in the neck. 

It is by the same mechanism that the heart is driven 
to overactivity in exophthalmie goiter. But there is this 
essential difference: The runner’s heart is allowed to rest 
after the race has been run; but the unfortunate heart in 
exophthalmie goiter must run a constant marathon, never 
letting up for an instant to enjoy a much-needed rest. 

The result may easily be predicted. We all know 
what happens to the automobile whose owner cannot bear 
the sight of a speedometer registering less than 60. A 
short life is the inevitable fate of any mechanism that is 
constantly driven at the limit of its endurance, whether 
it be a six-cylinder motor or a four-chambered human 
heart. 


the exertion 


Why Operate for Goiter? 

Having described the dangerous situation that arises 
in cases of exophthalmic goiter, the question naturally 
arises, What are we going to do about it? For years, the 
treatment of this serious disease has been singularly un- 
satisfactory. Drugs to quiet the nerves and slow the heart 
have enjoyed much vogue. They undoubtedly accomplish 
some good but at best are only of temporary value. To use 
the analogy of the overdriven motor car, their use is like 
taking the hood away from the overheated motor, in the 
hope of cooling it, but continuing to drive at 60 miles an 
hour. 

Since the thyroid gland is famished for iodine, it 
would seem logical to administer this substance in the 
treatment of the disease. And, indeed, rapid improvement 
usually takes place with iodine, but it is only temporary. 
In a few weeks, the iodine ceases to be of benefit and the 
patient’s condition becomes just as bad as it was before. 

One fact with reference to exophthalmic goiter cannot 
be denied: namely, that the abnormal activity of the 
thyroid gland is driving the heart and other organs at 
a reckless pace, such as must mean ultimate breakdown. 
It would appear entirely logical, therefore, to remove as 
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much of the diseased gland as possible without depriving 
the body of its necessary function. 

There was a time when an operation on the thyroid 
gland was considered extremely dangerous. Since ex- 
ophthalmic goiter damages the heart so seriously, many 
physicians shrank from urging operation for this con- 
dition, preferring to “take a chance” with medical treat- 
ment. But experience has taught us what to expect when 
we allow a large gland constantly secreting toxic material 
to remain in the body: Sooner or later the heart must 
break down under the strain. 

Just as in the ease of appendicitis the pioneer abdomi 
nal surgeons were faced with the alternative of perform 
ing what was then considered a dangerous operation or 
else allowing the patient to die of peritonitis, so the 
pioneer thyroid surgeons in earlier days were forced to 
pluck up their courage and operate in spite of the fact 
that their patients were frequently too weak to stand more 
than a fighting chance. 

The result is that with experience and study they 
have perfected their methods to such an extent that partial 
removal of the thyroid gland is no longer a dangerous 
operation. Frequently the thyroid operation is performed 
without the use of ether, pain being prevented by the in- 
jection of novocain into the field of operation. 

There are two important lessons that we have learned 
with reference to surgery on the thyroid gland. The 
first is to operate early. This is not a condition in which 
“watehful waiting” is to be countenaneed, for too many 
physicians have had the bitter experience of learning that 
“watchful waiting” frequently means to wait and watch 
the patient die. The longer we allow the person with 
exophthalmic goiter to wait, the greater will be the strain 
that the disease places upon his heart and the worse his 
chances when he ultimately reaches the operating table. 
Of course, I am not radical enough to advocate that every 
person with exophthalmic goiter should be rushed imme 
diately to the hospital and into the operating room. Medi 
cal treatment should be fair trial. But never 
should such a patient be allowed to drift. The least that 
any conscientious physician can do is to place him under 


given a 


careful observation with a view to possible operation, 
should the approved medical treatment fail to bring about 
definite improvement within a reasonable period of time. 

The second lesson in thyroid surgery refers to the 
use of iodine solution before and after the operation. As 
I have stated before, practicatly all persons with exophthal 
mic goiter improve when given iodine, but only tempo 
rarily. But this temporary improvement is of great value 
to the surgeon, for it enables him to catch his patient 
when the poor, overworked heart is enjoying a rest, as it 
were, from the toxic action of the thyroid gland. And 
then the danger of the operation is very much reduced. 
Of late vears, | have made it an invariable rule to give 
iodine solution both before and after operations for the 
removal of portions of the thyroid gland. 

I have repeatedly observed the most gratifying results 
after partial removal of the thyroid goiter. In a 
siderable majority of cases, the young woman gains weight 
Her heart slows down and 
The pop 
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and recovers her nervous poise. 
soon recuperates under this much-needed rest. 
eyed, flush-faced, and frightened appearance gives way to 
a normal facial expression. Finally, the former invalid 
is now able to resume her normal activities without the 
least discomfort. 

Since most patients with exophthalmic goiter are 
women, the question of a disfiguring scar naturally comes 
up. Fortunately this matter has received proper attention. 
There are certain natural fo'ds in the neck; and, by cut- 
ting carefully along the direction of these folds, surgeons 
results, While a sear 


have obtained excellent cosmetic 
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is inevitable, it is usually not conspicuous and certainly 
not ugly; in fact, from the cosmetic viewpoint alone, the 
appearance of the neck is considerably better than before 
operation, since most of the bulging thyroid gland has 
been removed, 

Goiter is rapidly coming under the physician’s con 
trol. The scientific use of iodine in the drinking water, 
or as iodized salt, will do much by way of prevention, and 
modern surgery on the thyroid gland has now been per 
fected to such an extent that we can offer much hope even 
to the person whose heart has been seriously damaged by 
exophthalmie goiter. 

PHYSICAL-THERAPY TECHNICIAN, NOT 
PHYSIOTHERAPIST 
A Letter, a Comment, and a Rejoinder 
Editor, Hospital Progress: 

The informing article on “Planning, Placing, and 
Equipping a Hospital Physical-Therapy Department,” 
by Dr. John S. Coulter, in your November, 1927, issue, has 
just come to the writer’s notice and its clear-cut state- 
ments, based on clinical experience, should have the at 
tention of hospital officials everywhere. What he offers 
is authoritative and, in the ever-growing interest of hos- 
pitals in this (to them) new field, should be understood 
as such. One notes how fully his opinions coincide with 
the writer’s published views on this important part of a 
hospital’s activity.! 

Some familiarity with articles on the subject 
in current periodical literature, at times written by those 
with probably limited experience in this field or even by 
nonmedical people, makes one realize how much misin 
formation is extant and, indirectly, why so-called physio 
therapy departments in not a few hospitals are so insuffi- 
ciently outfitted and so inadequately staffed. 

Fellows of the pioneer organization in this field o! 
medical practice, the American Electrotherapeutic Associ- 
ation, now in its 38th year, have often emphasized the 
need for great care in this respect if the high value of 
physical-treatment methods is to be fully realized by other 
members of the hospital staff and by the profession 
generally. 

Relatively few dependable articles on arranging a 
hospital department of this kind are to be found in Ameri- 
can periodicals or textbooks and, incidentally, European 
literature on the subject does not well answer over here 
some of our electrical methods giving better service than 
the more cumbersome foreign substitutes. Dr. Coulter’s 
paper is, therefore, most timely and should be widely 
copied in the medical press. 

One cannot too strong!y indorse his position when, 
speaking of the personnel of a physical-therapy depart 
ment, he stresses the need for having a trained physician 
in charge, evidently meaning one who has had ample 
postgraduate education under recognized instructors in 
this special field of therapeutics. This is especially im 
portant as other members of the hospital staff, not having 
taken such extra courses, are unfitted to prescribe physical 
therapy—just as unfitted as one uneducated in drug ad- 
ministration is to prescribe pharmaceuticals. The average 
medico’s old-time concept about , 


seen 


physical therapy of “a 
little baking and a little massage” is only too well known 


to us. Others on the hospital staff might suggest certain 
physical modalities in a given case, but final decision 
as to what is best for the patient must rest with the 


skilled chief of the department who, after all, is responsi- 
ble for the outcome. 

Earnestly, too, should we support his contention (page 
i38): “The treatments should be administered by a prop 
erly trained technician. It seems hardly possible that 
the medical profession and hospital authorities are less 
critical of the requirements for this work than the people 
who actually do the work under their direction, Yet this 
is so.” 

What puzzles other long-time workers in this field, 
though, is the author’s support of what seems to them 
to be a wrong designation for these same trained non 
medical assistants when he adds: “The American Physio- 
therapy Association is an organization of physiothera- 
peutists. They insist on calling themselves therapeutists, 
because they rightly feel that the term physiotherapy tech- 
nician has been brought into disrepute and now means a 
person with little training who is capable only of running 
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a machine. The harm likely to result from such misuse 
of the term physiotherapist or physiotherapeutist was at 
once plain to many in this field who were medical officers 
in war hospitals, under whom these nonmedical technicians 
served, and the outcome now proves how well founded, un- 
fortunately, were their forebodings. High as was and is the 
appreciation of the good work of the physiotherapy aide 
of army war hospital days, the title they selected for 
their society and the assumption of the term physiothera- 
pist were viewed by former medical officers as_ possibly 
opening an opportunity to form another cult in medicine. 
Formal action was accordingly voted in 1924, at the 
Atlantic City meeting of the American Electrotherapeutic 
Association, requesting these former aides to insert the 
word Technician before Association in the title of their 
society so as to differentiate it from what would other- 
wise appear to designate an organization of physicians. 
This addition these laymen failed to make and it would 
seem as though Dr. Coulter had not learned of the feel- 
ing aroused by their questionable attitude. 

One result, after assumption by laymen of the term 
physiotherapist, is shown in what has followed its legis- 
lation in the state of New York: 

“With the aim of protecting the general public from 
the many quacks who illegally practiced this and other 
medical methods in the Empire State, a model medical 
practice law finally was passed by its legislature and 
signed by Governor Smith in 1926. The one flaw in the 
new act was a shrewdly worded proviso that laymen could 
function as physiotherapists under certain conditions, one 
of these being that they could only make applications to 
patients under supervision of medical and osteopathic 
graduates. Unfortunately our profession contains some 
few questionable individuals willing to be tools of the wily 
lay physiotherapist and, for a consideration, “supervise” 
the latter’s dubious methods. In other words, even if 
restricted in number, the professionally insufficiently 
trained lay physiotherapist becomes an aggressive, under- 
cover competitor of the properly educated practitioner of 
medicine. 

“Vigorous protests were made to legislators against 
the proposed misuse of the word “physiotherapist.” It 
was shown that the suffix “ist” is a word dealing with 
sickness, injury or deformity, always implied a graduate 
of medicine—neurologist, otologist, gynecologist being 
familiar examples; also, that “physiotherapy technician” 
should be the correct title for that operative in the new 
law. The influential legislator, however, who fathered the 
objectionable proviso had previously shown antipathy to 
regular medicine and refused to allow the indicated 
change. Two state-wide organizations of the lay physio- 
therapists have already been formed and a bill was intro- 
duced in the legislature permitting them to treat disease 
and injury without the physician’s supervision. The bill 
fortunately died in committee. It will be plain at once 
that a wholly new cult is what these schemers have ir 
mind and thus another back door to the practice of medi- 
cine would be open for altogether unqualified persons. 
The danger from this situation is to the people of the 
other states. Governor Smith would undoubtedly have 
vetoed the bill just described if passed by the legislature, 
he is always keeping in close touch for advice on such 
topics with our medical leaders. In such states, however, 
with more indifferent laws and more pliant officials, enough 
questionable individuals (with the physiotherapist clause 
in the New York law conveniently serving as a prece- 
dent) may obtain the desired sanction from their “easy” 
legislators. 

“The aim of this paper, then, in addition to calling 
for sufficiently high standards in physical therapy, is to 
put the profession of every state on its guard against 
repeating the New York experience. Insist on an accurate 
vocabulary as to physical therapy, physical therapist and 
physical-therapy technician by having each medical soci- 
ety at once adopt these definitions.’ 

The Medical Society of the County of New York (3,600 
members). at its recent annual meeting, voted approval 
of the annual report of its special committee on physical 
therapy in which occurs this statement: 

“The committee is of the opinion that the licensing 
of nonmedical persons as physiotherapists is contrary to 
the best interests of public health and of the medical 
profession and that, at the earliest opportunity, an effort 
should be made to enact a comprehensive technician’s law 
which would license all nonmedical personnel, including 
laboratory, X-ray, and physiotherapy assistants, as techni- 
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cians, this offering them full privilege to be of assistance 
to the medical profession and the public but without the 
pitfalls of the present situation.” 

What may be expected as the attitude of such lay 
physiotherapists, “graduated” from lay-owned physio- 
therapy schools, is shown in a recent letter sent by one 
of their state societies to the above named committee of 
the New York County Medical Society in which they 
demand cooperation on an equal plane “with the medi- 
cal doctors,” otherwise conveying a veiled threat against 
the latter. 

No wonder, therefore, that the terms “physiotherapy” 
and “physiotherapist” are in bad odor and that “physical 
therapy” is the official designation finally adopted by the 
American Medical Association. 
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(Signed) A. BERN HIRSH. 
67 W. 94th Street, New York City, February 20, 1928. 
Comment 
In my article I used the word “technician” in all places 
except where I mentioned the American Physiotherapy 
Association. This association has done so much for physi- 
cal therapy that any quibbling over names is a waste 


of time. Their purposes are well stated in their consti- 
tution: 
@) To form a nation-wide organ which will establish 


and maintain a professional and scientific standard for 
those engaged in physical therapy. 

b) To promote the science of physical therapy by 
cooperating in the establishment of standardized schools 
of physical therapy and encouraging scientific research 
in the profession. 

C) To cooperate with or under the direction of the 
medical profession and to provide a central registry whic’ 
will make available to the medical profession, efficiently 
trained assistants in physical therapy. 

This organization has had nothing to do with the 
legislation quoted in the above letter, but is striving for 
registration such as nurses have, and which I believe is 
an excellent piece of legislation. 

(Signed) 
Rejoinder 

In the public interest and the future of dependable 
physical therapeutics it is regrettable that Dr. Coulter 
finds the serious object of the above letter to be a mere 
“Quibbling over names.” Trying to make out a case for 
the non-medical assistants mentioned by him he misses 
the important purpose of my writing. Could he come to 
New York and meet the leaders in this field of practice, 
at whose request it was sent to HOSPITAL PROGRESS, 
he might for the first time, perhaps, realize the difficult 
situation now existing in this state—due to the fact that 
laymen can legally use the term physiotherapist. 

He would also then learn that an earnest study is 
under way, sponsored by the county medical societies of 
the metropolis and supported by the city and state health 
authorities, to formulate a practical course for the train- 


J. S. Coulter. 
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ing of physical-therapy technicians in hospitals; the same 
as nurses. Opinions on such instruction, as held by com- 
mercial, lay-owned schools or by the societies controlled 
by such personnel or other laymen, are neither desired 
nor considered. When finally enacted into a state law, 
those graduated through such a hospital course will be 
termed physical-therapy technicians, be registered and 
have a legal status, the same as trained nurses. Only by 
such a common-sense procedure (and not being guided by 
those who had not graduated in medicine) can the menace 
to the public be removed. 

Then the four-year training course required in this 
state for that ilk will doubtless prove such an obstacle 
as to prevent the output of any more “physiotherapists”; 
with it the danger of “institutes” run by such laymen, as 
at present, or the formation of a new cult by them, must 
pass. 

The 1926 medical-practice act of New York state, a 
model one (barring the physiotherapist clause), is now 
being studied with a view to adoption by authorities from 
many other states. The secretary of the medical examin- 
ing board of the state informs us that it was instrumental 
during the past year in driving over 1,000 quacks beyond 
our borders and the end it not yet.—A. B. H. 

MEDICAL SOCIETY OF THE COUNTY OF NEW YORK 
Abstract of Report of the Special Committee on Physiotherapy 
For 1927 

The Special Committee on Physiotherapy owes its existence 
to the fact that a provision was included in the Medical Practice 
Act of 1926 of the State of New York that persons without a 
medical degree could be licensed to practice physiotherapy and 
are entiled to use designation of “registered physiotherapist” 
or “licensed physiotherapist.” . . . The Act states that “A 
license to practice physiotherapy shall not permit the holder there- 
of to administer drugs or to practice medicine as defined in section 
one hundred and sixty of this article, except to treat disease 
under the supervision of a duly licensed physician.” 

It was obvious when this amendment was first proposed by 
its sponsor, an up-state Senator, that it was bound to creaie 
considerable confusion and might lead to the formation of a new 
eult, and that it was incumbent upon the medical profession to 
see that the safeguards for the protection of public health in 
the otherwise excellent new Medical Practice Act should not be 
endangered, 

The Committee carried on its 
i. Information for Physicians. 

Through announcements in MEDICAL WEEK, members of the 
County Medical Society were informed about the physiotherapy 
provisions of the new Medical Practice Act, and their cooperation 
was asked in reperting infringements 
“. Cooperation with Law-Enforcing Authorities. 

Conferences were held with Dr, Harold Rypins, Secretary of 
the State Beard of Modieal Examiners, and doubtful points about 
the enforcement of the Medical Practice Act were discussed and 
a number of complaints received from members of the County 
Medical Society transmitted. 

Conferences were held with Dr. S. Dana Hubbard, Director 
of the Bureau of Legal Medicine of the Department of Health, 
especially in reference to the activities of massage operators in 
the City of New York, and a new ordinance relating thereto was 
discussed and, with a recommendation for its adoption, trans 
mitted to the Comitia Minera, Mr. Reed B. Dawson, counsel for 
the County Medical Society, rendered constant and valued advice 
ut these conferences, and, upon request of the Committee, has 
also rendered a set of opinions regarding the liability of physi 
cians, nurses, and other technicians when carrying out physical 
therapy in private and institutional work. 

3. Encouragement of Proper Education in Physical Therapy. 

Conferences were held with the proprietors of existing liy- 
owned massage and physiotherapy schools, in order to encourage 
them to apply higher educational standards in the training of 
their pupils who admittedly, were often of most elementary edu- 
eation. This cooperation was promised, but in spite of this 
agreement, the latest announcement by one of these well-known 
institutes again states that “a candidate for admission must be 
at least twenty years of age and present satisfactory evidence of 
moral character,” adding later that “experince has demon- 
individuals with a more limited education often dis 
tinguish themselves in acquiring the necessary knowledge and 
attain singular success in practical physiotherapy.” It is un- 
fortunate that members in good standing in the County Medical 
Society appear as lecturers in the same circular. 

The Committee realizes that lay-owned physiotherapy schools 
will most likely be eliminated when institutions of real standing 
and under strictly medical control undertake to offer adequate 
training in physical therapy. It reports with satisfaction the 
institution of two such courses: First, a one-year college course 
in physieal therapy given by the Department of Physical Edu- 
eation of the School of Education of New York University, at 
the Hospital for Ruptured and Crippled, and leading to a B.S. 
degree in Physical Education; second, a six-months’ course for 
graduate nurses in the Physical Therapy Department of the New 
York Polyclinic Medical School and Hospital. 

4. Summary. 

The Committee is of the opinion that the licensing of non- 
medical persons as physiotherapists is contrary to the best in- 
terests of public health and of the medical profession and that, 
at the earliest opportunity, an effort should be made to enact a 
comprehensive technician’s law which would license all nonmedical 
personnel, including laboratory, X-ray, and physiotherapy as- 
sistants, as technicians, this offering them full privilege to be of 
assistance to the medical profession and the public, but without 
the pitfalls of the present situation. It recommends that it be 
considered unethical for members of the County Medical Society 
to connect themselves in any way with commercial schools of 
physical therapy not approved by the Society. 

The Committee feels that the present status of physical 
therapy. both within and outside of the profession, is still in a 
state of evolution, due to the lack of universally accepted 


activities in three directions: 


good 
strated that 
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recommends continued surveillance, through a com 
the County Medical Society, as to physical 
institutional practice and of the eduen 


standards. It 
mittee, on the part of 
therapy in private and 
tional facilities relating thereto. 

Respectfully submitted, (Signed) R., KOVACS, Chairman 
THE HEALTH INVENTORIUM IN STANDARDIZED 
HOSPITALS 
M. T. McEachern, M.D., Director of Hespital Activities, 
American College of Surgeons 

The various Sisterhoods, through the most excellent 
institutions which they manage, have an unusual oppor- 
tunity to participate in the promotion of better health 
and the prevention of disease. The modern hospital stands 
in a unique position to play an important roéle in the 
health program of the community. Through its organiza 
tion, personnel, and facilities it must disseminate a con- 
tinuous influence throughout the community for better 
health and welfare conditions. Not only should the hos- 
pital educate the community to the full appreciation of 
scientific medicine and the adequate care of the sick, but 
it should seize every opportunity to foster and encourage 
more interest in personal and public health matters. The 
hospital holds a strategic position in the promotion of 
health and betterment of general welfare conditions in 
its own community and the nation at large. Indeed, pre- 
ventive and curative medicine is inseparable and should 
be carried on side by side in the hospital. In no better 
way can this be accomplished than through the establish- 
ing of a Health Inventorium in the hospital, where facili- 
ties will be available at all times for the family doctor 
to make the annual physical audit for his patient once a 
year at least. 

To Promote Health Examinations 

Since the beginning of medicine, practitioners, pa- 
tients, and prospective patients have asked the question: 
“Why not keep people well instead of waiting until they 
become ill before extending medical care to them?” At 
the present time many organizations are attempting to 
solve this problem by urging each and every individual 
to have a periodic health examination. 

A number of these organizations urge a periodic ex- 
amination to protect the public from a particular disease 

among them the National Tuberculosis Association, the 
American Child Health Association, the American Society 
for the Control of Cancer, and the American Heart Asso 
ciation. The American Medical Association, State and 
County Medical Societies, the American College of Sur- 
geons, and the Gorgas Memorial have been carrying on 
an active campaign for better health, with the slogan that 
each individual should have a thorough and complete peri- 
odic health examination which would reveal to him any 
or all preventable diseases in their early stages. 

This disinterested campaign on the part of the organ- 
ized profession has attracted attention and created 
a strong public opinion favorable to the idea. The plans 
are being aided by the well-tried methods of dignified 
publicity in the lay press, magazines, personal and public 
health addresses, and radio talks; and by the establishment 
of diagnostic clinics. 

Undoubtedly, in a few years a majority of our people 
will seek an annual health examination. Legalized prac- 
titioners of scientific medicine must meet this demand. 

Hitherto the problem of the medical profession has 
been to perfect a means through which each individual 
may be assured of an adequate health audit, as it is 
realized that many members of the profession have not 
the proper facilities at hand. 

No practitioner, unaided, can make a complete and 
thorough examination. It takes but a moment’s reflection 
to recognize the truth of this statement. It is readily 
appreciated that the distinguished members of any teach- 
ing faculty, any leading diagnostic clinic, or any hospital 
staff would not attempt to make a thorough examination 
of an individual, sick or well, without the assistance of 
laboratory technicians, nurses, interns, or specialists in 
other lines. 

The best practitioners of this day have graduated in 
medicine within the last three decades. They are 
thoroughly grounded in the fundamentals of medicine as 
taught by Class A medical schools. The more mature 
practitioners worthy of the name are keeping abreast of 
the times through medical literature and frequent visits 
to the teaching centers. 

Every practitioner nowadays perfects himself in some 
special line of work. Now many organizations are con- 
vincing the layman that in order to be kept well it is 
necessary to seek a yearly examination by his own physi- 
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cian. Persons of this type, who are apparently well, must 
be examined not only for the disease in which the par- 
ticular practitioner consulted may be interested, but for 
all possible diseases. 

When a patient with a suspected goiter or a hernia 
comes to one of our great surgeons, or with suspected 
Bright’s disease or heart disease to an internist, the pa- 
tient is examined by the surgeon or internist along the 
lines of his specialty. Then the speciaiist asks his con- 
freres, and especially his laboratory and X-ray aids, to 
complete the record. The specialist has the advantage of 
an organization which makes his work easy, comprehen- 
sive, and efficient. 

We are advocating pericdic health examinations not 
by specialists alone, but by the family practitioner, the 
patient’s own doctor. To save the profession from state 
or socialistic control, or from other strong entrenched 
interests, in the matter of caring for personal health, a 
simple and practical solution is herewith suggested that 
will allow the family practitioner to examine his patients 
with the same degree of thoroughness and scientific ac- 
curacy that can now be accomplished by the comparatively 
few specialists who command the facilities of large or- 
ganizations. 

The Plan 

There are more than 2,500 hospitals in the United 
States. Of these approximately 1,800 are known as 
standardized institutions, and many others are rapidly 
qualifying. Each of these standardized hospitals has the 
facilities and can furnish the practitioner with the neces- 
sary equipment and aids to insure the comprehensive 
examination of a patient. Many hospitals, especially 
community hospitals, furnish such facilities to the legal- 
ized practitioners within their county. Many of the larger 
hospitals furnish such facilities to specialists and other 
practitioners. 

What Would be the Additional Load? 

After eliminating from the 160,000 physicians of the 
United States and Canada the practitioners who have 
ceased to practice medicine, and those who are already 
adequately furnished with hospital facilities, there would 
remain, based on careful compilation, an average of not 
more than sixty practitioners who would in the course of 
a year occasionally seek the aid of each hospital. 

The Requirements 

The hospital shall furnish an examining room or 
rooms, to which any legalized practitioner who is a mem- 
ber in good standing of his respective county medical 
society and the American Medical Association may bring 
a patient for examination. 


How It 


GROUP NURSING IN ST. LUKE’S HOSPITAL, 
DULUTH, MINN. 

Group nursing was started at our Hospital for the 
purpose of giving graduate nursing service to patients 
who required more care than could be given by the floor 
nurses, and who could not afford special nurses. This 
service was to be given at the lowest rate possible. 

Our group nursing plan briefly is as follows: A 
group nursing unit consists of six beds with two day 
nurses and one night nurse in attendance. The nurses are 
employed by the hospital and under the direction of the 
floor supervisor and the director of nurses, and are sub- 
ject to the rules and regulations of the hospital. The 
nurses are on duty from seven to seven, with two hours 
off duty, plus their time for meals. On Sundays they 
are given four hours off duty, and every other week, they 
have a half day off. They rotate on night duty, changing 
every two weeks. Thus the nurse has four weeks on day 
duty, and two weeks on night duty. The morning they 
come off night duty they are given the day off. The day 
nurses relieve each other during their hours off. The night 
“floater” relieves the night nurse. When the unit is very 
busy, the floor nurses give whatever assistance is neces- 
sary. 

The nurses on the unit must be cooperative, efficient, 
and congenial. They must be able to see the viewpoint 
of the patient, and have the cooperation of the floor 
supervisor. 

1These are some of the answers to inquiries from the editorial de- 
partment of HOSPITAL PROGRESS regarding experience with group 
nursing and methods of serving meals hot, conducting staff meetings, 
ete 
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The hospital shall furnish to the practitioner every 
facility in the way of aids, consultants when necessary, 
laboratory tests, etc., as will insure a comprehensive audit 
of his patient’s condition. The charge for the required 
laboratory tests shall be nominal, and a minimum of actual 
cost. There shall be no charge for the use of the ex- 
amining room. The physician shall render to the patient 
a bill covering his fee for the examination, and where 
there is a charge for laboratory services, he shall be re- 
sponsible to the hospital for its payment. 

Safeguards 

1. To insure protection to the practitioner, no hos- 
pital shall accord these facilities to any individual who is 
not accompanied by his or her doctor, or who does not 
carry a letter from his or her doctor in which certain 
services are requested. 

2. An individual who applies for an examination and 
who has no physician should be referred to a duly ap- 
pointed, disinterested committee consisting of a representa- 
tive or representatives of the county medical society and 
the standardized hospitals of the community, and this com- 
mittee shall advise the patient in the selection of a 
physician. 

3. Each hospital establishing such facilities will be 
accredited as conducting a Health Inventorium. 

The Advantages 

It does not require much imagination to convince one 
of the advantages of this plan—advantage to the hospital 
because of the opportunity for greater service to the pub- 
lic; advantage to the laymen because of an additional 
assurance of scientific service by his own physician; ad- 
vantage to the practitioner because of the greater facilities 
or service to his patient. It will bind together this trinity 
of interests that will help to stamp out the subtle quack 
as no other method could do. 

The hospital department of the American College of 
Surgeons has considered the above plan with great care. A 
tentative survey of a number of community hospitals on 
the approved list of the College, and presentation of the 
subject to several groups of practitioners, as individuals 
and as members of county and other medical societies, 
has brought enthusiastic approval. The plan has been 
recognized as a sure and effective means of handling the 
problem of periodic health examinations, and one in which 
all interested parties will receive just consideration. 

An alternative plan, one that would apply particularly 
to the larger cities, would provide for the establishment 
of endowed public diagnostic clinics (a comparatively new 
feature) in addition to the Health Inventorium in stand- 
ardized hospitals. 


Is Done’ 


We pay the group nurses $4 a day, with meals and 
laundry. The cost to the hospital for group nurses’ salaries 
is $360 a month for the three nurses, and the cost of the 
meals and laundry for the three nurses is $135 a month, 
or a total monthly cost to the hospital of $495. 

The patient is charged $4 per day for group nursing 
service. We based our charges on the possibility of having 
a daily average of five patients in a unit. The earnings 
from the unit averaging five patients per day for a month 
would be $600. From this amount, in view of the fact that 
we pay the nurses and collect the accounts, and run the 
risk of losses, we deduct 10 per cent, leaving an earning 
of $540. We have a balance of $45 profit to the hospital 
if the unit averages five patients per day. 

Group nursing was explained to our medical staff, 
and they were informed of the day that it would become 
effective. The staff responded very favorably toward the 
system. We have found that some members of the staff 
have used this serivce a great deal more than others. 
From our experiences, we feel that the hospital cannot 
leave to the staff the responsibility of selling group nurs- 
ing to the patient. 

It is necessary that zroup nursing be carefully ex- 
plained to the patient who is going on this service. We 
have all patients inquiring about group nursing referred 
to the director of nurses for a careful and detailed ex- 
planation of the system. 

The rooms that we use for group nursing units are 
not all the same size and price, and that has made it neces- 
sary at times to transfer patients within the unit. If it 
were possible for a hospital tc have the room prices the 
same in the entire unit, this trouble would be eliminated. 
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We transfer patients from hall care to the group nursing 
service, and trom group nursing service on to hall care. 
This does not cause much confusion. Sometimes we have 
a patient on the unit that requires more care than can be 
given by the group nurses. The doctor and family are 
then informed that the patient needs special nurses. The 
patient is moved off the unit, unless his condition is such 
that he cannot be moved. If that is the case the special 
nurses take care of the patient in the group nursing room. 
That is one of the problems that we have not solved. 

Our average for six months on the one unit that has 
been in use continually has been slightly under five. For 
two months, during our busy season in March and April, 
we had two six-bed units in use. The ratio of patients 
receiving group nursing to the patients receiving special 
nursing has been 1 to 2.3. 

Group nursing does not seem to have affected the 
special-duty nurse, as far as we can see. The graduate 
nurses in Duluth have been as busy since we started group 
nursing, as they were before. We were criticized when 
we opened the group-nurses’ unit for infringing on the 
rights of special nurses. However, we feel that the 
majority of the cases that have been on our group nursing 
service would not have employed special nurses, and if 
they had, the doctors or hospital would not have received 
their pay. Further, we do not feel that group nursing 
is as unfair to graduate nurses as the practice of having 
student nurses doing special-nursing duty. 

We try to regulate the number of operative cases on 
the service in order that there will not be too many cases 
in need of a great deal of attention at one time. In this 
we are not always successful. 

We have had practically no complaints from patients 
about group nursing, and we have received many favorable 
comments from patients and doctors. 

The important factors in making group nursing a 
success are: A convenient arrangement of the rooms that 
are devoted to group nursing, the regular hours and steady 


work for the nurses employed, the selection of nurses, the ° 


careful explanation of group nursing to the patients, the 
greatly reduced cost to the patient for graduate nursing 
service, and the cooperation of the departments coming in 
contact with the group nursing unit. 


WEEKLY CLINICAL CONFERENCE AT ST. MARY’S 
HOSPITAL, QUINCY, ILLINOIS 
Harold Swanberg, M.D., Quincy, Illinois 

For some years several Quincy physicians have de- 
sired to inaugurate a regular clinical meeting for the 
presentation to the profession of the clinical material of 
the community. Several meetings were held to consider 
the formation of a Clinical Society to take over this work, 
but for various reasons we were unable to get it started. 
To create enthusiasm for the plan we invited physicians 
from cities where regular clinical meetings were being 
conducted successfully to address the Adams County Medi- 
cal Society on the subject, but the general membership 
were still loath to accept the wisdom of such a plan. 

In January of last year the author was elected presi- 
dent of the staff of St. Mary’s Hospital of Quincy. In 
appreciation of the honor he gave a dinner to the staff 
members at his home, and on the occasion proposed that 
the staff of the hospital inaugurate a Weekly Clinical Con- 
ference in the same manner as had been advocated by 
Dr. G. Henry Mundt, of Chicago, President of the Illinois 
State Medical Society... The suggestion immediately ap- 
pealed to nearly everyone present. It was further dis- 
cussed and adopted at a latter staff meeting. On Feb. 19, 
1927, the first conference was held and 31 doctors were 
present. A questionary distributed at the close of that 
meeting showed that every one present was highly pleased 
with the idea and 90 per cent approved of the day and 
hour suggested when the meetings should be held (Fri- 
days at 8:15 a.m.). 

Meetings are now held regularly each week except 
during the summer months. The maximum attendance has 
been 32 and minimum 16, with an average for each meet- 
ing of 26 per cent. They last one hour and begin and end 
promptly. The programs have been contributed largely 
by members of the staff of St. Mary’s Hospital, but any 
physician doing work in St. Mary’s Hospital is privileged 
to make presentations. The programs are all clinical. 


‘Mundt, G. H.: Weekly Clinien] Conference, Mlineis Medical 
Journal, ):467, Dec. 1926 
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Formal papers are barred. What we aim to present is 
interesting cases, demonstrations, case reports, etc., and 
an endeavor is made to present the patient whenever pos- 
sible. All the meetings are held at the hospital, but it is 
not necessary that the patients be in the hospital. In 
fact, many patients shown have been treated in other in- 
stitutions—or perhaps never were treated in a hospital at 
all. 

Physicians are urged to volunteer presentations, but 
as a rule they have to be “asked.” The officers of the 
staff are the committee in charge of the conference and 
they arrange the program, etc. As a rule, three presenta- 
tions make an ideal number for a one-hour clinic. Liberal 
discussions after each presentation are invited. Notices 
detailing the program are sent to every ethical physician 
in ten surrounding counties (about 24u physicians 1n all) 
on Wednesday of each week and posted on the hospital 
bulletin board. We insist that the program (for each 
week) be in the hands of the committee by the Monday 
morning preceding the meeting. There are no dues of any 
kind connected with the conference, the hospital paying the 
only expense, that of mailing the programs each week. 

Up to date the physicians of Quincy have thoroughly 
enjoyed this Clinical Conference. This is best proved by 
the steady attendance record. Doctors will not get up 
early to spend an hour in this matter, week after week, 
unless it proves profitable to them. The Clinical Con- 
ference of St. Mary’s Hospital is a complete success and 
fills a long-felt need in this community. 

FROM PROVIDENCE HOSPITAL, OAKLAND, CALIF. 
Group Nursing 

We have been asked to give our opinion on group 
nursing, and in answer we say that group nursing is a 
problem that will have to be met in the near future. Un- 
doubtedly, it will meet with success if graduate nurses 
are ready and willing to be supervised by a head nurse 
connected with the institution 

Secondly, if the hospital adopting group nursing has 
sufficient revenue to enable it to secure the services of 
reliable and experienced yraduates, giving them small 
wards of three or four beds or the same number of rooms 
in a private corridor where the nurse will have her patients 
under continual surveillance. Again, the hospital has the 
advantage of having choice nurses and retaining their 
services as long as they give full satisfaction to the 
management, doctors, and patients. 

Group nursing is especially beneficial to the patient 
of moderate means. However, as said before, a decision 
on the success of group nursing would, at the present 
time, be premature. 

Central Service 

How food is served hot to patients in Providence Hos- 
pital from central serving kitchen: 

Food is cooked and prepared in the general kitchen 
which is in close proximity to the central kitchen. Food 
is transferred in enameled or heavy aluminum pots to 
heated steam range until patients are ready for service. 
Trays are set up with china or heavy plate silver taken 
from heated closets—food is served on short notice. At 
the end of serving table are three high-speed lifts or 
shelved elevators; on each floor stand Filipino boys to 
distribute trays to the rooms and compartments. Soup, 
tea, and coffee are sent in silver pots. 

The special-diet department adjoins and is equipped 
with the necessary scales, ice boxes, ranges, etc., in the 
same manner as mentioned above. 

FROM ST. ANTHONY’S HOSPITAL, DENVER, COLO. 
Meals 

We are using the asbestos-lined food conveyors at 
the present time and they are giving satisfaction in getting 
hot meals to patients. However, just recently we installed 
steam tables in one of our serving rooms; this system is 
giving such good service that we have decided to install 
them in the other serving rooms. 

Staff Meetings 

Our staff meetings are very well attended. Following 
the annual election, the Executive Board appoints four 
members of the staff to form a Program Committee. These 
doctors take real interest in arranging their monthly 
scientific program in which all the members freely partici- 
pate. Following the meeting, refreshments are served. 

Group Nursing 

We have not as yet experimented with group nursing. 
At the present time, however, we are inclined to believe 
there is a good deal of opposition to it in this locality. 
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This Hospital Has Librarian 

St. Alexius Hospital, Bismarck, N. Dak., reports that 
a Sister librarian is in charge of the library. They have 
just finished cataloging the nurses’ library according to 
the Dewey decimal system and they expect to have the 
patients’ library cataloged soon. 

The above hospital is making plans for Hospital Day 
including a reunion of all babies born in the hospital 
during the past year and their mothers, and also the 
nurses’ graduation on that day. 

Weekly Staff Meetings 

St. Joseph’s Hospital, Keokuk, Iowa, reports that the 
medical and surgical staff who formerly found it impos- 
sible to hold regular monthly meetings are now holding 
weekly meetings with great enthusiasm. The means of 
securing this interest are not stated. 

A Rotating Staff 

Sacred Heart Hospital, Ft. Madison, Iowa, is trying 
the plan of a rotating staff service. Two doctors are on 
each month, one regular, the other alternate. On the first 
of the month the alternate becomes the regular staff physi- 
cian and the next in order becomes the alternate. This 
method is working fairly well. 

The staff meetings are well attended at the ahove 
hospital. The doctors appoint two to read papers at each 
meeting. 

This hospital has a diet kitchen on each floor where 
the food is rewarmed. The meals are warm when served. 
SPLENDID NEW HOSPITAL UNIT 
Providence Hospital, Moose Jaw, Sask., Can. 

The new $175,000 addition of Providence Hospital, 
at Moose Jaw, Sask., Can., was completed a short time 
ago, and is now being used for hospital purposes, although 
the formal opening will not take place until some time in 
May. The new unit, a four-story brick structure, is en- 
tirely fireproof, with terrazzo floors and automatic fire 
doors which separate the new unit from the older part of 
the building. 

The ground floor of the new structure is similar to 
the basement in the older building and contains store- 
rooms, sewing room, restroom, diet kitchen and lecture 
room for nurses in training, and a locker room for special 
nurses. 

The second floor of the new wing also corresponds 
to the first floor in the old building. On this floor is 
located the Sister Superior’s office, the Sisters’ recreation 
room equipped with a radio set, comfortable chairs, and 
tables, chaplain’s quarters, including a private dining 
room. There is also a beautiful chapel equipped with a 
composite-marble altar, indirectly lighted, which presents 
a striking appearance. All woodwork in the chapel is of 
grained oak. On this floor is a doctors’ room comfortably 
furnished, and with a steel locker for each doctor. Ad- 
joining this room is the record room for keeping statistics 
and records of all the patients receiving treatment at the 
institution. 
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The wards located on the second and third floors are 
furnished with metal beds, dressers, tables, and chairs. 
All furniture is grained to represent wood and is wash- 
able, thus making the wards with their terrazzo floors, 
painted walls, and curved baseboard entirely washable. 
All rooms accommodate one or two beds, practically all 
single-bed rooms being large enough to permit the addi- 
tion of another bed. Six rooms are equipped with bath 
and toilet installation, three with toilet and basin with 
hot and cold water, while those on the top floor are 
equipped with washbasins with hot and cold water. 

A prominent feature of the third and fourth floors 
is the large sunroom extending across the southern side 
of the building. These will be used for sitting rooms for 
patients who are able to be moved about, and also for 
those who can be moved in their beds, where they may 
enjoy the sunshine. 

Each room is wired so that telephone, apparatus for 
electrical treatment, reading lamp, and signal lights for 
nurses can be operated. There is also a plug-in jack 
switch near the baseboard for radio connection in each 
room. Wall lights are equipped with dimmer arrange- 
ments so that lights may be dimmed to a faint ray or 
turned to full strength. 

At present the fourth floor is being used by the 
nursing staff, which has been increased until there are 30 
nurses in training, two graduate supervisory nurses, and 
eighteen Sisters, nine of whom are graduate nurses, all 
from the order of the Sisters of Charity of Providence, 
who conduct the hospital. 

Among the many improvements is a new nickel-plated 
table and new lighting equipment in the operating room. 
A doctors’ room and showers adjoin the operating room, 
also a sterilizing room and laboratory. The chapel in the 
old building is being equipped for a children’s ward, so 
arranged that there will be privacy for the children. An 
added feature will be the natural lighting of the room. 
All windows will be composed of quartz glass, or glass 
transparent to violet rays. This glass admits the rays 
of the sun which do not penetrate an ordinary window 
glass, so that those particular rays which are very im- 
portant in the treatment of certain diseases have a bene- 
ficial effect upon the patients. 

On each floor is a diet kitchen equipped with cupboard 
room, shelves for patients’ trays, and steam tables for 
keeping food hot. 

A striking feature of the new building is the lighting 
system of the corridors. Besides lights suspended from 
the ceiling down the middle of the corridors, there are 
“pullman” lights placed along the corridor walls about 
six or eight inches from the floor, which illuminate the 
surface of the floor only, and are designed for the purpose 
of doing away with the ceiling lights, during the night 
hours, shining through the transoms above the doors of 
the wards and annoying the patients. 
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